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OPERATIVE SURGERY AND TECHNIQUE 


Mayo, W. J.: Modification of Some Civil Surgical 
Practices Suggested by the Surgery of the War. 
South. M. J., 1919, xii, 31. 


The author discusses the lessons to be drawn from 
the surgical experiences of the great war, and their 
application to the problems of civil surgery. 

The first lesson consists in the realization of how 
much dependence can be placed upon the natural 
recuperative ability of the young and strong. 

The second lesson has resulted in the clear differ- 
entiation between a contaminated and an infected 
wound. The great value of this lesson lies in its 
relation to the problem of wound drainage. Drain- 
age has been a gradually diminishing practice. In 
pelvic infections it was learned that cases operated 
upon during the active stage of infection gave a 
high death rate, while those operated upon in the 
later stages offered little danger; that the infec- 
tion became sterilized, and drainage was unneces- 
sary. 

In retrospect the author feels that many times in 
his experience real danger has resulted from the 
attempt to drain wounds that were contaminated 
but not yet infected. Many times has a gauze drain, 
carried down to a damaged loop of bowel, resulted in 
a fistula. Gauze as drainage material is generally 
to be condemned. 

In both military and civil practice, the drainage 
of contaminated wounds that can be cleansed is not 
only unnecessary but harmful. Where a gauze pack 
is necessary for the control of venous or capillary 
hemorrhage, the author removes the pack in from 
twenty-four to forty-eight hours, and closes the 
wound to prevent entrance of bacteria to the deeper 
parts. Wounds of the thorax and joints may be 
similarly treated. The careful excision of con- 
taminated wounds gives a successful primary closure 
in go per cent of cases. And where primary closure 
has been unpracticable, secondary closure after 
wound sterilization has been equally successful. 


The third lessori concerns shock. The author feels 
that while shock may occur independently of ham- 
orrhage, it is not to be discussed without a considera- 
tion of hemorrhage, actual or potential. Blood loss 
into dilated capillaries and veins, called exemia by 
Cannon, acidosis, and fat embolism are all to be 
considered. The differential diagnosis between 
shock and hemorrhage is readily made. 

The cause or causes of shock are not agreed upon, 
but there is unanimity of opinion. The treatment 
includes: (1) checking of the hemorrhage and 
immobilization of the injured parts; (2) administra- 
tion of morphia and dry heat, elevation of the feet, 
and hot drinks; (3) transfusion with blood or 6 
per cent acacia in normal salt solution. Citrated 
blood from a Group IV donor is the most satisfactory 
method of blood transfusion. The blood may be 
kept in cold storage for a considerable length of 
time. The acacia solution forms a very acceptable, 
substitute for blood, as its viscosity prevents its 
passage through the vessel wall and diffusing itself 
through the tissues as does salt solution. It is 
harmless and readily prepared. 

The fourth lesson is that of anesthesia. Ether 
has proved itself the anesthetic of choice, because 
of its safety and ease of administration. Local 
anasthesia has played little réle in acute military 
surgery, but in the late reconstructive work in base 
hospitals has a wide field of usefulness. 

J. R. BUCHBINDER. 


Scalone, I.: Free Aponeurotic Strips in the Mob- 
ilization of Tissues and in the Surgery of 
Peripheral Nerve Injuries (Il trappiante di lembi 
aponeurotici liberi per la mobilizzazione dei tessuti 
e nella chirurgia delle lesioni dei nervi perfferici). 
Chir. d. organ. di mov., Bologna, 1918, ii, 497. 


Free autoplastic grafting of strips of aponeurosis 
has been employed by Scalone in the following 
cases: for the reconstruction of the cerebral menin- 
ges, in 2 cases; for the reconstruction of aponeurosis, 
in 2 cases; for the reconstruction of tendon sheaths, 
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in 2 cases; for muscle and tendon mobilization from 
osseous adhesion, in 1 case; for the mobilization of 
a radio-ulnar synostosis and reconstructing the 
interosseous membrane, in 1 case; for wrapping 
nerves following liberation, in 5 cases. 

Scalone believes that mobilization of the tissues 
by means of free aponeurotic strips can be practised 
very early after cicatrization of the lesion. In 12 
of the cases the aponeurosis used has been fascia 
lata, which answers better than any other for 
strength, abundance, and facility of preparation; 
in 1 case the aponeurosis was taken from the fore- 
arm in the area of the operative wound. With 
rigorous asepsis and immobilization of the part for 
about a week, the grafts have in all cases fulfilled 
the purpose for which they were used. 

Scalone draws attention to the excellent results 
obtained following three indications not usually 
considered within the scope of the method; for the 
reconstruction of aponeurosis destroyed by trauma 
and phlogosis and replaced by scar tissue; for the 
reconstruction of tendon sheath after suture or 
plastics of the tendon; and for the reconstruction of 
the intra-osseous membrane between the radius and 
ulna after its destruction by synostosis. 

For the other indications, the results have been 
equally satisfactory: in the two cases of recon- 
struction of the dura mater one was for a war 
trauma; in the other case there was a latent epilepsy. 

Whenever functional return in injured organs 
depends upon the alterations effected by operation 
and upon the possibility of their regeneration, free 
aponeurotic transplants offer a means of protection, 
and these transplants are always available from 
the patient himself. W. A. BRENNAN. 


ASEPTIC AND ANTISEPTIC SURGERY 


Gardiner, H.: The Treatment of Extensive Septic 
. Wounds. Lancet, Lond., 1918, ii, 777. 

Assuming that the chief use of gauze dressings is 
the protection they afford the wound from secondary 
infection from without, Gardiner seeks to devise a 
method whereby the wound may be protected from 
outside infection and at the same time the objection- 
able results of the gauze dressings may be eliminated. 
The method adopted is as follows: 

At first the recesses in the pockets are opened by 
incision in such a manner as to obtain the maximum 
effect of gravity in subsequent treatments. Then 
for the purpose of checking the oozing, the wound 
is packed with gauze and bandaged. All dressings 
are removed forty-eight hours later and the wound 
syringed with some mild antiseptic as boric lotion. 
A guard made from perforated zinc, cut in an 
appropriate size and bent in the form of a cradle, is 
placed over the affected part and covered by a 
sterilized towel. If possible, an ordinary cradle is 
placed over the whole. The discharge from the 
wound is allowed to run out and is taken up by a 
sterile pad of wool or sphagnum moss so placed as 
not to touch the wound. At intervals averaging 
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about twice a day the cradle is removed and the 
wound swabbed or syringed and pads changed. This 
method is continued until all pockets and recesses 
are closed by granulation. The wound is then 
dressed in the ordinary way with gauze and wool. 
Where the maximum effect of gravity cannot be 
secured, a small wick of gauze is placed in the 
recess with its free end left hanging over the edge of 
the wound. 

Gardiner has treated about 40 to 50 cases in this 
manner without noting any bad effects. In some 
the wounds were so extensive that amputation 
on admission was considered. 

The difficulties experienced he summarizes as 
follows: (1) difficulty in some cases of securing 
natural drainage by gravity; (2) the difficulty in 
continuing the treatment at night when the patient 
is restless; however, in'some cases the limb may be 
placed in a splint; (3) difficulty in keeping covered 
the neck and side of the trunk. 

The advantages of the method are: (1) perfect 
free drainage; (2) absence of the tendency to pockets; 
(3) absolute painlessness of dressing even the most 
extensive wounds; (4) performance of dressings 
with complete absence of any manipulation of the 
wounded part; and (5) a great economy in dressings. 

J. DE J. PEMBERTON. 


Friel, A. R.: Notes on the Treatment of Sepsis by 
Zinc Ionization. Practitioner, Lond., 1918, ci, 315. 


The treatment of sepsis by zinc ionization con- 
sists in the introduction of zinc into the septic area 
by means of the electric current. Zinc ions are pres- 
ent in an aqueous solution of zinc sulphate, and 
when this is placed in contact with the tissues and 
connected with the positive pole of an electric bat- 
tery, while the negative pole is on a distant part of 
the patient’s body, the zinc ions enter the tissues. 
Ordinary liquid solution contains: ZnSQ,4, 0.25 
gm.; alcohol, 0.75 ccm.; water q. s. ad 100 ccm. 
A viscid solution for sloping surfaces consists of 
Zn SO4, 2.0 gms.; gelatine, 15.0 gms.; water q. s. 
ad 100 ccm. 

The author found ionization with zinc successful 
in (t) middle ear suppuration; (2) impetigo, eczema, 
ulcers of arms or legs; (3) wounds. 

Immediate cure was not obtained in every wound, 
boil, or ulcer ionized. This is because: (1) the form 
of the septic cavity is not realized; (2) germs are 
too deep in tissues. 

The exact technique is described. 

Max Kaun. 


Taylor, W. H., and Taylor, N. B.: Liquid-Tight 
Closureand the Treatment of Infected Wounds. 
Canad. M. Ass. J., 1919, ix, 11. 


An effort to perfect an apparatus which would 
permit solutions to penetrate all crevices of infected 
wounds and not leak presented many difficulties. 

The appliance consists of a soft rubber water-trap 
which depends on positive pressure of the contained 
fluid. The pressure of the fluid in the chamber of the 
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appliance keeps it in close apposition to the wound 
and by alternately filling and emptying the appar- 
atus, it has been found that in thirty-six hours all 
recesses can be drained of pus. 

The rubber appliance is bandaged over the 
wound. A tube connected with the reservoir contain- 
ing the irrigating fluid is attached to one tube on 
the upper surface of the apparatus and another tube 
is attached to a second tube which comes off the 
appliance, this tube leading to a waste pail to catch 
the returning fluid. 

The comfort of the patient is the best guide to the 
amount of pressure to be employed. For positive 
pressure the reservoir should be about 12 to 18 
inches above the wound and maintained for one-hour 
periods during the day and three- to four-hour 
periods during the night. That this fluid finds its 
way to the remotest crevices has been demonstrated 
by X-ray. During this phase the outflow tube is 
clamped. 

For negative pressure the inflow tube is clamped 
and the outflow tube opened. The emptying of the 
reservoir causes a partial vacuum. The periods of 
negative pressure are usually fifteen to twenty 
minutes. The rationale of this treatment depends 
on the dictum, “Where there is pus, let it out.” 
This treatment goes further: ‘‘ Where there is pus, 
wash it out and keep it washed out.” Any fluid may 
be used, although the authors favor normal saline. 

They report a case illustrating this treatment. 
In a series of 120 cases where the wounds discharged 
pus for an average of 196 days, the average duration 
of treatment was 71% days. I. E. Bisuxow. 


Picot, G.: Primary or Very Early Closure of Gun- 
shot Diaphyseal Fractures (La fermeture primi- 
tive ou trés précoce des fractures diaphysaires de 
guerre). J. de chir., Par., 1918, xv, 15. 

There is no class of wounds whose treatment is so 
difficult as those complicated by diaphyseal frac- 
tures. Surgeons are divided as regards immediate 
treatment; some consider that extensive excision of 
tissues and primary suture is an exceptional pro- 
cedure which may result in dangerous complications; 
others hold the opposite view. Hence the method 
of primary suture of fracture wounds ‘has not be- 
come generalized. 

The author for some time past has endeavored to 
generalize the systematic immediate suture of frac- 
tures, unless formally contra-indicated. The method 
has been ample excision of contused tissues, clear- 
ance of the area, closure, and filiform drainage. A 
bacteriological test of the wound is made six hours 
later, and its result indicates whether the wound is 
to be re-opened or finally closed and the drain with- 
drawn. 

Picot has treated 93 fracture wounds coming from 
the evacuation centers; 81 of these have been 
sutured (87 per cent), with the following results: 
cicatrized without fistula, 65 cases; cicatrized with 
fistula, 10 cases; voluntary disunion, 5 cases. 
There were no deaths. 


The men have as a general rule been received 
within ten to sixteen hours after injury. Disunion 
was observed most frequently in the femur, and 
fistule in leg fractures. The recovery obtained after 
primary closure is a perfect recovery; the cicatrix 
supple, solid, and regular. Osteomyelitic and other 
complications observed after secondary suture are 
absent. Recovery after primary suture is infinitely 
superior to that obtained by secondary suture. 

Fifty-six of the cases have been followed for a 
period sufficiently long to study the process of con- 
solidation. It has been observed that consolida- 
tion in the case of the lower limb takes a longer 
time than in the case of fractures in civil life; but 
the loss of substance and other conditions in these 
war fractures are very different. Another point 
which the author has observed is that Delbet’s 
walking apparatus is a necessary and indispensable 
complement to the primary suture of lower limb 
fractures. P 
* A study of radiographs shows the following points 
regarding fractures primarily sutured: 

1. A large callus infiltrating into the peri-osseous 
parts is never seen; the callus is always limited and 
similar to cement joining the fractured ends; the 
appearance is quite dissimilar to that in the case of 
secondary suture. 

2. The bone has a tendency to resume its normal 
form and direction. 

3. While in civil fractures consolidation appears 
to be effected in two stages, — the callus at first 
large becoming secondarily reduced, —in war 
fractures there appears to be only a single stage, the 
period of regression not existing. 

Further examination of the radiographs shows the 
author that ossification is effected by proliferation of 
the soft elements of the bone, which ossify all the 
more rapidly according as the fracture is early 
mobilized and walking instituted. 

W. A. BRENNAN. 


Piollet, A. L. P.: Secondary Sutures in War 
Wounds. N. Y. M. J., 1919, cix, 142. 


The established method of treatment of wounds 
is to excise torn edges and débris, and to suture the 
wound immediately or at some later date. This 
method was first used by the French surgeons, and 
in both primary suture and delayed primary suture 
it was successful in about 90 per cent of the cases. 

In cases seen when infection has already occurred, 
it is first necessary to clean up the infection, for 
which the Carrel treatment is excellent. 

The conditions necessary before a wound should 
be sutured are, first, that there be no dead tissue or 
tissue of low vitality present and no bloody exudate; 
and second, that there be no harmful micro-organ- 
isms present. ‘This is arrived at by clinical observa- 
tion of the appearance of the wound and a bacterio- 
logical examination. 

In the technique for secondary suture, the 
superficial wound is closed, with loosening of the 
skin margin if necessary to bring margins together. 
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In deep wounds the cicatrix and wound are excised 
and the anatomical relations reconstructed as accur- 
ately as possible. The wounded member should be 
held immobile and a dry or wet saline dressing 
applied. All sutures are not removed until the 
fourteenth day. I. E. BisnKxow. 


Rottenstein, G.: Secondary and Late Sterilization 
of Infected War Wounds by the Carrel Method 
(La stérilisation sécondaire et tardive par la méthode 
de Carrel des plaies de guerre infectées). Rev. de 
chir., Par., 1918, lv, 285. 

The author has studied the value of the Carrel 
method as applied especially to old infected war 
wounds. His method followed in all details that em- 
ployed at Carrel’s hospital at Compiégne. The 
cases treated included: (1) old fractures of the long 
bones with osteitis and fistula, 92 cases; (2) old 
infected surface wounds, 20 cases; (3) extraction 
of encysted projectiles, 72 cases. 

The author finds that the Carrel method applied 
in the secondary and late treatment of infected 
wounds, and especially in osteitis following war 
fractures, rapidly checks infection in the same way 
as when applied primarily. The treatment is best 
applied after a wide surgical treatment. In surface 
wounds and wounds of the soft parts, rapid cicat- 
rization results. In cases of late extraction of 
encysted projectiles, the Carrel method brings 
about primary reunion by preventing the lighting 
up of latent infection. In fractures it makes possi- 
ble union and rapid cicatrization. 

The Carrel method fulfills the three duties of a 
military surgeon: his duty toward the patient of 
relieving suffering and shortening the period of 
immobilization; his duty toward the state by 
diminishing the period of hospitalization and the 
amount of pension; and his duty to the country by 
securing the most rapid recovery of the wounded. 

W. A. BRENNAW. 


ANZSTHETICS 


Mayet, H.: General Anesthesia by Ether in Pedi- 
atrics (Anésthesie générale par l’ether chez l’en- 
fant). Paris chirurg., 1918, x, 131. 


Mayet reports on 500 ether anezsthesias in children 
varying from six to fourteen years old. In this series 
he had no serious accident either during the period 
of anesthesia or in the days following. 

He thinks ether has a great advantage over 
chloroform, especially in abdominal operations. 
Nearly half of his cases were appendicitis, and in 
these there was very early return of rectal flatus and 
no hepatic complications. 

In very nervous children there is a tendency to 
general excitation during the forty-eight hours 
following ether administration. Only 6 times was 
tachycardia observed in the 500 anzsthesias. In 
the child pulmonary congestion and pneumonia 
toward the sixth or seventh day are absolutely 
unknown. 
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In the child, as in adults, ether is contra-indicated 
when there are pulmonary lesions or lesions of the 
face or head; also before the age of five or six years 
for fear of too rapid pulmonary reaction. The dose 
is also restricted to what is absolutely necessary. 

W. A. BRENNAN. 


Riche: General Anesthesia by the Spinal Route 
with Novocaine (La rachianesthésie générale a 
la novocaine par la voie lombaire). Bull. Acad. de 
méd., Par.. 1919, Ixxxi, 86. 


Riche thinks that general anesthesia may be 
induced safely by the spinal route, using novocaine 
instead of cocaine or stovaine, which are many times 
more toxic. 

Riche makes a low puncture, which avoids 
puncturing the cord. The needle is introduced in 
the first or second lumbar space. After numerous 
trials Riche finds the necessary dosage to be 1 
centigram of novocaine for each 5 kilos of weight, 
or 14 centigrams for an adult weighing 70 kilos. 
He uses the French 8 per cent pure novocaine with- 
out adding strychnine or adrenalin. The injection 
is made in lateral decubitus after the withdrawal of 
10 to 25 ccm. of the cerebrospinal fluid according to 
the patient’s weight and tension. The injection is 
slow, i. e., 1 centigram per minute. It is necessary 
to guard against a too rapid infusion of the anzs- 
thetic in the cerebrospinal fluid. 

In more than 1,000 spinal anesthesias made since 
1914, Riche finds there were only 50 general anes- 
thesias because he was slow to resort to the use of 
novocaine alone. General anesthesia was used in 
operations on the head, neck, thorax, and upper 
limbs. There was no case of death or alarming 
complications; but there was greater or less failure 
in one-tenth of the cases. In almost 30 per cent of 
the cases there was some vomiting but not enough 
to cause disturbance. The analgesia involves the 
whole body from head to foot. In the days follow- 
ing, some patients have had slight headache and 
two had biliary vomiting. 

The author states that the method is applicable 
when local anesthesia cannot be employed or when 
general anxsthesia by inhalation or regional anzs- 
thesia by infiltration is inhibited for some reason. 

W. A. BRENNAN. 


Wright, F. R.: Spinal Anesthesia. J.-Lancet, 1918, 
XXXvViii, 714. 

Wright gives a brief history of spinal anesthesia, 
calling attention to the various drugs which have 
been used. It is his opinion that spinal anesthesia 
has a definite, limited field of usefulness. It is to be 
employed in cases requiring major operations on the 
lower part of the trunk or lower extremities only 
when, from any cause or condition of the lungs, 
heart, or kidneys, it is deemed unsafe to give a 
general anesthetic. 

When spinal anesthesia is used, the back should 
be thoroughly sterilized over the entire lumbar re- 
gion where puncture is to be made. Sterilization of 











GENERAL SURGERY — SURGICAL TECHNIQUE 


this large field is made necessary by the handling 
which cannot be avoided in identifying the lumbar 
vertebre and locating the point where puncture is 
to be made. The needle used should be just large 
enough to let the spinal fluid flow freely through it 
and just three inches long. It should be inserted 
between the second and third, or the third and 
fourth lumbar vertebrez, and should puncture the 
skin three-fourths of an inch from the middle line, 
and be guided upward and inward, passing between 
the lamine of the vertebrz as far as the subarach- 
noid space, and no farther. 

In making the puncture the needle should be held 
so that the edge splits the fibers of the dura mater. 
If the needle is passed deep enough to puncture the 
pia mater, only a few drops of spinal fluid can be 
withdrawn, and the anesthetic introduced remains 
confined over a small portion of the cord, and a 
limited area of anesthesia is produced. Through a 
needle thus introduced, eight to twelve cubic centi- 
meters of spinal fluid are withdrawn. In this spinal 
fluid is dissolved the anesthetic which is to be used, 
and it is returned to the spinal canal. The author 
uses one grain of tropococaine. 

The area of the body anesthetized will depend, 
first, on the amount of anesthetic introduced, and 
secondly, on the position of the patient when the 
injection is made. If the patient is placed in a high 
Trendelenburg position, the anesthesia will ascend 
as high as the umbilicus, or even higher. 

The dangers of spinal anesthesia are three: (1) 
shock from puncturing the spinal canal; (2) poison 
from the anesthetic used; (3) secondary hemorrhage. 
Sometimes, following the use of tropococaine there 
is a contraction of all the vessels in the lower part 
of the body, so that, when the incision is made, the 
tissues are pale and there is little or no bleeding. 
This condition is apt to be followed by secondary 
oozing. If the patient is promptly given a full dose 
of a thirtieth or twentieth of strychnine sulphate, 
the relaxation of the vessels disappears and there is 
no more oozing than after an ordinary anesthetic. 

In the author’s experience covering 125 cases of 
spinal anesthesia, he has had only three showing 
unfavorable effects. All three occurred in men be- 
tween seventy and eighty years of age, on two of 
whom prostatectomy was performed. One made 
an uninterrupted recovery after collapse at the op- 
eration. The second man fell into a state of collapse 
as soon as the injection was made, but later recov- 
ered, the operation not being performed. He died 
suddenly on the street some six months later. The 
third man died forty-eight hours after operation 
from novocaine poisoning. G. W. Hocsrein. 


Hirschman, L. J.: The Field of Local Anzsthesia 
in a War Hospital. J. Mich. St. M. Soc., 1919, xviii, 
12. 


The author discusses the advantages of local 
anesthesia as found in an army base hospital in 
France. The following were enumerated: preven- 
tion of postanesthetic complications in lungs and 
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kidneys; less after-pain; fewer wound infections; 
less handling of tissues; less shock; total time in the 
operating room is less; the assistance of an anexs- 
thetist is dispensed with. Hospital confinement is 
minimized. 

All types .of operations were done: wound ex- 
cision, wound closure, extraction of foreign bodies, 
rib resections, rectal operations, herniz, etc. 

The author recommends the administration of a 
hypnotic before the operation, preferably chloretone 
or morphine. - J. R. Bucusrnper. 


SURGICAL INSTRUMENTS AND APPARATUS 


Moore, S. A.: Myological Principles; a New Ulnar 
Splint. Brit. M. J., 1919, i, 41. 


In treating peripheral nerve lesions, splints should 
be applied in such a way that while they prevent 
over-stretching or fatigue of weakened or paralyzed 
muscles, they interfere as little as possible with the 
motor function of the limb. Splints should be so 
devised and adjusted that as recovery occurs, the 
weak muscles are free to perform, even when in the 
splints, those functions of which they are capable. 

The author’s splint is made of vulcanized rubber 
and needs no padding. The splint is first secured 
to the palmar aspect of the fingers, that is, the 
fourth and fifth fingers, by a narrow band of adhe- 
sive plaster which passes over the back of the 
proximal phalanges only. It is advisable to protect 
the back of these phalanges with a thin piece of lint. 
In applying the splint, the fingers are kept flexed 
at the metacarpophalangeal joints so as to prevent 
the splints from extending too far upon the palm. 
A second strip of adhesive is applied over the first 
and fastened around front to the side of the hand, 
so that extension of the metacarpophalangeal joint 
is impossible. No muscle is prevented entirely from 
functionating, as there is slight play, but no harm- 
ful movement can occur. 

In a high ulnar nerve case with involvement of the 
flexor carpi ulnaris, an additional splint of the Jones 
cock-up type is applied, but to the posterior aspect 
of the forearm instead of the anterior, keeping the 
wrist palmar flexed. The patient is told never to 
dorsiflex the wrist, never abduct fully the thumb, 
never fully extend the proximal, and never flex the 
mid and distal phalanges. The treatment consists 
of removing the splint and flexing the wrist, in the 
supinated position. The wrist is alternately flexed 
and extended and stops short of fatigue as deter- 
mined by the behavior of the flexor carpi ulnaris. 

Full supination is the position from which the 
final movement is made, starting first with the wrist 
in pronation. The fingers are next exercised, the 
proximal phalanges are moved in flexion, and the 
middle and distal phalanges in extension. After 
each period of exercise the splints are re-applied. 
Later ad- and abduction of the fingers are tried. 

This method of treatment gives the quickest 
results and is correct psychologically and myo- 
logically. J. J. KurLanver. 
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SURGERY OF THE 


HEAD 


Elliott, G.: Radium Treatment for Epithelioma 
of the Lower Lip. Internat. J. Surg., 1918, xxxi, 
394- 


Elliott recommends radium therapy for epithelio- 
ma of the lower lip. He claims the cosmetic effect is 
very satisfactory. Very often there is no scarring. It 
is a pleasant treatment to the patient, some even 
claiming that they never feel any pain at all during 
the healing process. Others quite often complain 
of considerable pain. 

Elliott claims that radium does not act in the 
same manner in all individuals. In some reaction 
has set in within eight days and with the same appli- 
cator as late as fourteen days. M. N. Fepersptev. 


Dubreuilh, W.: Total Reconstruction of the Upper 
Lip (Refection totale de la lévre supérieure). J. 
de méd., Bordeaux, 1918, Ixxxix, 311. 

The author’s patient, a soldier, had the upper 
lip almost entirely destroyed; the lower lip was 
intact, but on the right side a pseudocommissure 
extended from the lower lip to the right nasal ala, 
the skin and mucosa around it being replaced by 
scar tissue. On the left side the commissure was 
intact, but on the upper lip there remained only a 
narrow tongue, 144 cm. long, at the anterior edge 
of the palatine vault. From here a depressed scar 5 
cm. long traversed the left cheek. All the anterior part 
of the dental arch had disappeared. When the 
mouth was closed, the lower lip was in contact 
with the nose; when open, there was a large gaping 
cavity common to the mouth and nose. 

To reconstruct an upper lip the author used a 
pediculated piece of tissue from the right cHeek. 
A strip 6 cm. long and 24 cm. wide comprising 
all the tissues of the cheek was cut, commencing 
at the right commissure and extending as far as 
the right angle of the lower jaw. The left remnant 
of the upper lip was disengaged, and the new strip 
twisted about 150 degrees on its pedicle was placed 
in position to form a new upper lip. Its free extremity 
was sutured in the angle formed by the disengaged 
strip of upper lip and the floor of the left nostril. 
The upper edge of the new upper lip and the skin 
along this border was sutured to the mucosa. 
Attempts to suture the upper edge of the new lip 
to the palatine vault were unsatisfactory, and a 
small orifice was left which had to be filled with a 
prosthetic apparatus. Further corrective operations 
were necessary in the region of the right commissure. 

The final result was on the whole excellent. The 
patient had an upper lip of normal proportion, and 
covered with hair. The lip is a little thick and 
sunken in comparison with the lower, but the 
dental prosthesis which has been supplied pushes it 
forward. This apparatus also closes the opening 
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between the nose and mouth. The mouth opens 
naturally, and the patient can talk and eat in the 
ordinary way. Several photographs show the results 
of the plastic operations. When last seen, the 
opening in the upper lip had spontaneously closed. 
W. A. BRENNAN. 


Ianni, R.: Resection of the Auricolotemporal 
Nerve and Its Effect on the Parotid Secretion 
(La resezione del nervo auricolotemporale ed it 
suo effetto sulla secrezione parotidea). Riforma 
med., Napoli, 1918, xxxiv, 731. 

The author gives a historical survey of the various 
methods of surgical treatment of salivary fistule 
of the parotid gland, or Stenon’s duct. He thinks 
that a permanent cure is obtained by the method of 
Leriche, i. e., resection of the auricolotemporal 
nerve which furnishes the temporal nerve branches 
to the parotid gland. He does not think it necessary 
to resort to this procedure in the case of a recent 
Stenon’s duct fistula, as in such cases efficient 
closure will be obtained by suture; but in the case 
of an old established fistula with retraction and 
atrophy of the anterior part of the duct, the surgi- 
cal methods now in vogue fail, and the only perma- 
nent relief is obtained by cutting off the secretion 
itself, which is effected by resection of the nerve 
branches stimulating it. 

The author discusses in detail the nervous system 
of the region, illustrating the connection and ram- 
ifications of the branches governing the parotid 
secretion. He gives the clinical history of a soldier 
with a persistent parenchymal parotid fistula of 
the right lower maxillary region. A vertical inci- 
sion about 3 cm. long was made in front of the 
tragus commencing at the zygomatic apophysis. 
This is the same incision used in ligating the super- 
ficial temporal artery. The temporal artery is easily 
seen beneath the cutaneous incision, and beneath 
this toward the tragus the extraparotid vertical 
segment of the auricolotemporal nerve. The nerve- 
trunk can easily be found by following its branches. 
It is necessary to dissect all that portion of the nerve 
that traverses the gland. Hence the nerve must be 
followed to the parotid. 

When it is fully isolated, the portion of the trunk 
nerve freed from its surroundings is about 4.5 cm. 
long, and the small secretory branches stimulating 
the gland are seen. The author has removed it by 
sectioning the central extremity with the forceps. 
The secretion continues for some days after opera- 
tion. The author thinks it a paralytic secretion 
which lasts until degeneration of the nerve occurs. 

The operation is not followed by any dryness of 
the mouth, nor is there any difficulty either in mas- 
tication or deglutition, the other glands furnishing 
sufficient saliva. In the author’s case the successful 
result has been maintained. W. A. BRENNAN. 
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Petit de la Villeon and Jean: Salivary Fistule 
(Fistules salivaires). Bull. et mém. Soc. de chir. de 
Par., 1918, xliv, 1676. 

The authors report cases of parotid glandular 
fistula and fistula of Stenon’s duct, both treated by 
Morestin’s method of complete extirpation of the 
fistula with the cicatricial block surrounding it and 
deep suture of the walls. Both cases resulted 
favorably. 

Morestin, commenting on these two cases, reports 
that up to March, 1917, he had collected 60 cases 
treated by extirpation. He thinks that for glan- 
dular fistula the cutaneous cicatrix should be 
removed with the fibrous block which extends into 
the gland. When the fistulous tract is excised, the 
walls of the cavity are carefully approximated and 
sutured, and the wound closed. For fistule of 
Stenon’s he likewise removes the cicatrix, the fibrous 
masses around the duct, as well as the part of the 
duct affected, the stump being ligated and buried, 
with reunion as before. Since March, 1917, he has 
treated 25 salivary fistula in this way. These were 
mostly war cases. Eighteen were glandular and 7 
of Stenon’s duct. All cases recovered rapidly. The 
secretion of fluid definitely stops after a short time. 

W. A. BRENNAN. 


Northcroft, G.: A Review of a Year’s Work at a 
Jaw Injuries Center. Proc. Roy. Soc. Med., 1918, 
xii, Sect. Odontol., 7. 


The total number of cases registered, as seen from 
July, 1916, to October, 1918, amounts to 554, 
exclusive of the ordinary dental cases. Of these 
7 have died, 58 have been transferred, 398 have been 
discharged, and 91 are still under treatment. 

The ratio of mandible to maxilla cases and of 
mandible to mandible and maxilla cases differs 
somewhat from earlier figures. It may be remember- 
ed that Lindemann gives the figures as 5:1:1. 
Former figures were 5 to 1 and 8% to 1 respectively. 
Present figures show a proportion of 4% to 1 and 
9% to 1, which means that there have been more 
fractures of the maxilla and fewer of both man- 
dible and maxilla. 

Only one out of the 7 deaths which occurred was 
in any way directly connected with the treatment. 
This man died of septic pneumonia; under general 
anesthesia several septic roots were removed in 
ordertoclearupthevery foul condition of his mouth. 
It is an open question whether he would not have 
succumbed in any case. 

Of the 398 men now discharged, 40 suffered from 
fractured teeth and alveolar process only, 32 have 
been treated for old standing trismus and other 


jaw conditions, and it is difficult to gather whether . 


some of these cases had had a breach of continuity 
or not. In 21 cases there was no jaw injury. 
Seventeen out of the remaining 305 were dis- 
charged without obtaining bony union. The 17 
cases were supplied with mechanical devices 
greatly ameliorating the patients’ unfortunate condi- 
tion and enabling them to exist on a modified diet. 


Twenty bone grafts have been inserted. It is 
too early as yet to speak of the results of all the 
bone grafts, but they promise well, and 50 per cent 
have already been discharged with firm and effi- 
cient bony union. 

It is interesting to note that earlier figures proved 
that 10 per cent of the cases failed to obtain union 
without resorting to bone grafting. The present 
series increase to 12 per cent, this being probably 
due to the severity of several of the cases cared for. 

In some of the ununited cases the jaw was in 
such a bad condition as to render the successful 
insertion of a bone graft so doubtful that even the 
daring of the surgeons had to be tempered with 
caution. Other cases were complicated by the gen- 
eral physical condition of the patient, and in others 
the patient refused operation. 

The time factor is a very difficult one to estimate; 
ap average of four weeks may be deducted from the 
total weeks in the hospital in order to arrive at a 
general idea of the length of time these cases take. 
Many cases are not discharged from the Jaw Injuries 
Department until after plastics have been completed, 
in case any alterations have to be made to their 
dentures. This greatly increases the average time 
a man with a fractured jaw remains in the hospital. 
On the whole, one obtains the impression that the 
ordinary gunshot wound takes somewhat longer 
to heal than a civil fracture and averages from eight 
to twelve weeks. Patience on the part of the 
patient and operator is rewarded, however, by 
excellent results after much longer periods. 


Billington, W., Parrott, A. H., and Round, H.: 
Bone Grafting in Gunshot Fractures of the 
Jaw. Brit. M. J., 1918, ii, 679. 

A technique embodying the use of autogenous 
bone grafts in the repair of gunshot fractures of the 
lower jaw is herein presented. 

Three conditions are necessary for success: (1) 
osseous union; (2) functional occlusion; (3) avoidance 
of disfigurement. Good osseous union is necessary 
for mastication, and must be obtained even if it 
causes deformity. Where there is a defect greater 
than half an inch, osseous union if obtained without 
a bone graft will result in deformity. 

Hitherto the operation has been so difficult and 
so unsuccessful that the bone graft has not been 
used much. On the other hand, no other method is so 
successful in preventing deformity. The operation is 
performed in two stages. The first consists in getting 
rid of the sepsis that is always present and is most 
persistent. The wound is explored, loose fragments 
of bone removed, and infected tissue excised. The 
fragments are placed as nearly as possible in their 
normal relations. Splints are used so as to maintain 
them. 

In from four to six weeks after all wounds inside 
and outside are completely healed, the bone grafting 
is done. Two weeks previous to this step, the splints 
are removed to prevent sepsis and to avoid the 
dangers of postoperative vomiting. 
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A curved incision beginning above the line of the 
lower jaw and well back of the fractured ends is made. 
The incision is carried down the neck, convexity 
below. Each end of bone is exposed for an inch back 
of the gap. Care must be taken to avoid cutting 
into the mouth. Excess of scar tissue may make this 
difficult, and may also endanger the life of the graft. 

The bone ends are trimmed and bevelled. The 
crest of the ilium is now exposed from the anterior 
superior spine backward and a graft removed with 
a Horsley’s band saw. The ilium is used because 
its crest offers a curve practically equal to that of the 
jaw; and the graft needs no modelling. 

A broad line of contact is obtained. The frag- 
ments are not fixed by any foreign body, as such 
means always interfere with healing. Position is 
maintained by suturing the soft tissues snugly over 
the graft. This also improves the nutrition of the 
graft and by obliterating dead space lessens the like- 
lihood of infection. 

No dental fixation or splints are used until the 
wound is perfectly healed. Then the case is treated 
as a simple fracture of the jaw. Union occurs in from 
two to four months. It is best to wait four to six 
months before fitting the final dentures. 

J. R. BucHBinper. 


Magath, T. B.: A Variation in the Distribution of 
the Nervus Abducens in Man. Arch. Ophth., 
1919, xlviii, 67. 

The eye muscles and their nerves present one 
of the most constant features of vertebrate anat- 
omy, and in man only a very few abnormalities 
have been reported in the innervation of the ocular 
muscles. 

In a dissection of the head of a negro, the abdu- 
cens, at about the level of the upper division of the 
third nerve, sent a branch which accompanied that 
of the oculomotor to the superior rectus and was as 
large as that to the same muscle from the third 
nerve. 

In explaining the condition the author states that 
this particular abnormality probably arose long 
after the eye muscles were differentiated and came 
about as the result of some kind of stimulation to the 
abducens, which in response sent out fibers to the 
’ superior rectus. S. S. Howe. 


Moore, S.: A Source of Error in Interpretation of 
Roentgenograms of the Skull. Ann. Surg., 
Phila., r919, lxix, 4. 

Moore calls attention to one source of error in the 
interpretation of roentgenograms of the skull. His 
attention was called to this matter through an 
article by Merrill Miller and E. G. C. Williams on 
“A Radiolucent Shadow Occurring as a Constant 
Factor in Cases of Severe Intermittent Headache.”’ 
A study of this article and the four reproductions of 
plates led him to the belief that the semilunar 
shadow demonstrated was identical with a like 
shadow found in a large proportion of all the head 
plates made in the X-ray Laboratory of the Wash- 
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ington University Medical School. This condition 
was first noted about June, 1917, and dates from ‘hi« 
time when the method of making plates of the sku!! 
was changed by the employment of a then ney 
plate-holder. Coincidentally, the clue to the ex- 
planation of its occurrence was furnished by these 
three facts: that it was not observed in plates made 
by the method previously employed in the labora- 
tory nor in single plates made without using a plate- 
holder, and that it was observed in plates made 
with the new plate-holder. The shadow was found 
in all the stereoscopic plates of the 255 patients 
roentgenographed in the laboratory since this date. 

These shadows have given rise to considerable 
confusion, and two cases occurring in St. Louis are 
quite convincing that their incorrect interpretation 
is fraught with most disastrous possibilities. In one, 
this dark semilunar shadow was diagnosed as an 
intracranial hemorrhage, apparently without con- 
sidering that trauma resulting in such an extensive 
hemorrhage would have produced symptoms 
sufficient to enable one to make a diagnosis without 
the aid of the X-ray. The shadow in the other 
case was considered due to the presence of air in the 
skull, a most illogical interpretation in the absence 
of a ustory of injury sufficient to have caused air to 
collect in the skull. 

The plate-holder used in the cases in which the 
semilunar shadow appeared consists of a base of 
cast iron with two semilunar areas cut out to facili- 
tate the insertion and removal of plates. There are 
also three circular areas presumably for decreasing 
the weight of the cassette. The top is a thin sheet of 
aluminum tightly stretched. It will be seen at a 
glance that the cassette can only be conveniently 
used with the larger of these semilunar spaces lo- 
cated in such fashion that it underlies the vertex of 
the skull and corresponds on location and curvature 
to the semilunar translucent areas in the X-ray 
plates described by Miller and Williams. 

To demonstrate that the findings of these authors 
are due to the plate-holder employed, Moore took a 
healthy subject without history of previous injury or 
headache and made roentgenograms with this plate- 
holder and without it. In the ones made with the 
holder the semilunar shadow appeared, while in the 
plates made without use of the holder the shadow 
was absent. It is his opinion that the makers of this 
piece of apparatus have ignored a principle almost 
axiomatic among the older generation of roent- 
genologists, namely, that radiograms should be 
made with the X-ray plate supported on a uniform 
surface, preferably wood. Metals give off secondary 
characteristic radiations (when exposed to X-rays) 
and these diminish the clarity of the plate, hence 
their use as a plate support is to be avoided. Iron 
produces these secondary radiations in a high degree. 

He concludes that when one finds bizarre and 
unusual X-ray shadows, he should always consider 
these two questions: Can the shadow be due to 
extraneous causes? Is there a pathological explana- 
tion for its occurrence? G. W. Hocurern. 
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Sachs, E.: A Note on the Treatment of Compound 
Fractures of the Skull with Open Dura. Ann. 
Surg., Phila., 1919, lxix, 1. 

According to Sachs, there is still considerable 
difference of opinion in regard to the treatment of 
fractured skull. Surgeons differ a good deal as to 
which cases should be decompressed and in which 
cases operation offers no prospect of relief. This 
paper is chiefly concerned with the compound frac- 
tures of the skull in which the scalp has been torn 
and the brain traumatized. 

The author has attempted to produce brain ab- 
scess experimentally, but repeated attempts to 
infect healthy brain tissue with virulent pyogenic 
organisms failed to produce abscesses. It was his 
conclusion that devitalized tissue was probably an 
important factor in bringing about brain infection. 
Suitable cases for this work are rare in civil life as 
compared to the huge number of cases encountered 
among war wounds. In a large percentage of cranial 
war wounds with open dura, foreign bodies are 
lodged in the brain substance, while in fractures 
occurring in civil life this is very rare. The injury in 
the latter type of cases is more apt to involve the 
cortex and subjacent area, but does not extend very 
deeply into the brain. ; 

For the treatment of these cases Sachs advocates 
the excision of all traumatized tissue, scalp, dura, 
and brain tissue, and replacing the defect in the 
dura by a transplanted piece of fascia and closing 
the skin completely without drainage. He has 
applied this method in two cases and the results 
have been most satisfactory. 

The first case was that of a boy, seven and a half 
years old, who was injured while driving a horse. 
When picked up by a physician he was conscious 
and crying. Over the right temporal region there 
was a ragged incised wound from which brain tissue 
was oozing. Taken three miles to the nearest town 
he began to vomit. Five hours after the accident 
he became violent and had to be restrained. No 
paretic symptoms or speech disturbances were noted 
by the doctor. He wasseen by the author the following 
morning. There was a lacerated wound two inches 
long over the right parietofrontal region. Fifteen hun- 
dred units of tetanus antitoxin were administered 
and the patient prepared for operation. 

The edges of the wound were excised and the 
incision carried back so that a skin flap might later 
be swung over the defect. There was a stellate 
fracture, with one piece of bone deeply driven in. 
This piece was removed. There was a tear in the 
dura 2% inches long. The edges were contused. 
The dura was opened widely, exposing lacerated 
pulpy brain tissue. All this area was excised down 
to the normal cortex and the edges of dura removed. 
Fascia lata was inserted to replace the defect in the 
dura. A skin-subcutaneous flap was swung over, 
and the galea closed with interrupted silk. A small 
rubber drain was inserted. Six months after opera- 
tion the patient was reported perfectly well. 

The second case was a boy of fifteen, who had been 


377 


kicked by a mule over the left parietal region. There 
was a large ragged wound of the scalp with pulp 
brain tissue exuding. The skull under this area could 
be felt to be crushed into numerous small pieces. 
The patient was deeply unconscious; blood-pressure 
was 140 systolic. 

At operation a vertical incision was made from the 
zygoma on the left side to a median line over the 
longitudinal sinus, with excision of edges of the skin 
wound. Bone fragments which had been driven into 
the brain wereremoved. The dura was badly lacera- 
ted. The edges of the dura were excised and all the 
pulped brain excised down to normal brain tissue. 
The defect in the dura was closed with a piece of fascia 
lata. The tear in the temporal muscle was repaired, 
and galea and skin closed without drainage. 

The wound healed by primary union. When last 
seen he had a paresis of the arm and lez, but was 
able to walk and use his hand. Speech was improv- 
ing. : G. W. Hocurei. 
Hastings, H.: Intracranial Complications of 

Diseases of the Ear, Nose, and Throat. Calif. 
St. J. Med., 1918, xvi, 520. 


Hastings reports cases of intracranial complica- 
tions from the accessory sinuses from malignant 
growths in the nasopharynx and from suppurative 
otitis media. 

As to suppuration of the accessory sinuses as a 
cause of intracranial infection, the author draws 
attention to the fact that most of these complica- 
tions occur after radical operations on the frontal 
sinus and on the ethmoid. 

As to the ear cases, in one there was a honey- 
combed caries of the petrous bone secondary to 
chronic middle ear suppuration, causing meningitis 
and death. At autopsy the condition was discovered 
only after stripping the dura from the petrous bone. 
In this case the petrous pyramid was unusually 
cellular, this accounting for the spread of the sup- 
puration in this direction. The other case was one 
of temporo-sphenoidal abscess secondary to chronic 
middle ear suppuration, successfully operated upon 
eight years ago. There was a recent attack of 
dizziness; demonstration of a fistula in the horizontal 
semicircular canal. Re-operatiow was done and 
caries of labyrinthine walls found. Recovery fol- 
lowed a radical mastoid operation. Orro M. Rort. 


Swanberg, H.: Anterior Dislocation of the Atlas 
Following Tonsillectomy. J. Am. M. Ass., 1919, 
Ixxii, 107. 

Swanberg reports a case in which a soldier, aged 
twenty-two, entered a base hospital on December 
19, 1917, suffering from measles and acute follicular 
tonsillitis. One month later his tonsils were .re- 
moved. The night following the operation, the pa- 
tient’s neck became suddenly stiff and remained so. 
He was dismissed with no improvement, while the 
etiology was thought to be of focal origin. 

On arrival at General Hospital No. 6, the patient’s 
condition was good, except that the neck was stiff 
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and he had persistent headaches. He complained of 
pain in the cervical muscles on motion in any 
direction. 

The roentgen findings were very positive. There 
was a simple, complete, anterior dislocation of the 
atlas and skull on the axis, unaccompanied by frac- 
ture. Stereoscopic plates showed the odontoid 
process free from any bony articulation and intact, 
the remaining part of the cervical spine being 
negative. The lateral masses of the atlas were no 
longer in contact with the superior articular process- 
es of the axis. It would seem, in such a dislocation, 
that there would be a pressure on the spinal cord, 
yet the patient showed no such symptoms. It 
appears quite evident that the transverse ligament 
of the atlas was ruptured. 

No evidence of ostearthritis was seen in any of the 
cervical vertebra. The nasopharanx was then pal- 
pated, and the anterior part of the atlas was easily 
felt as a large, rounded, bony mass, pressing forward 
and occupying a large part of the cavity. 

An ether anaesthetic was given and manipulation 
was attempted, which resulted in a gain from 5 to 
100 degrees in rotation, while flexion, extension and 
lateral bending were practically normal. Following 
the anesthetic, however, the neck seemed more stiff 
than before, with no change in the position of parts. 

According to Swanberg, it hardly seemed reason- 
able that the history of the case had been correct; 
also the failure to recognize such a pathologic condi- 
tion seemed unpardonable. F. P. HaMMonp. 


Bellin, Aloin, and Vernet: Clinical Study of Oste- 
itis of the Apex of the Petrous Bone; Treatment 
of Meningitis by Lavage of the Meningeal 
Cavities (Etude anatomo-clinique de |l’ostéite 
de la pointe du rocher; traitement de la méningite 
par le lavage des cavités meningées). Lyon chirurg., 
1918, Xv, 455. . 

The case reported in detail by the authors was 
that of a soldier who, subsequent to a wound in the 
mastoid region, showed facial paralysis, traumatic 
atresia of the external bony and membranous 
auditory canal, fracture of the mastoid, and hy- 
pesthesia of the trigeminus on the same side. After 
a period of tolerance lasting six months, the mastoid 
injuries appeared to have recovered and a plastic 
operation was done. The patient however suddenly 
developed symptons of meningeal irritation and a 
cerebral abscess was diagnosed. The abscess was 
evacuated, and lumboventricular lavage of the 
arachnoid cavities done, followed by considerable 
improvement. The patient however died from 
generalized meningitis due to an extensive osteitis 
of the apex of the petrous bone. A minute post- 
mortem examination was made. 

The interest of this case, according to the au- 
thors, lies in: (1) the particular symptomatology 
and evolution of the osteitis; (2) the treatment of 
the meningitis by lavage of the meningeal cavities. 

Instead of the classical ‘‘Gradenigo syndrome,” 
namely, otitis media, paralysis of the abducens 


nerve and frontoparietal pain, this patient showed 
no signs of trouble in the area of the sixth nerve, 
which was found unaffected; but he presented signs 
of a trifacial lesion. At postmortem it was clearly 
seen that besides the focus in the apex of the petrous 
bone, the gasserian ganglion was embedded in pus 
and there were meningitic patches at the level of 
Meckel’s cavity which were undoubtedly the start- 
ing point of the abscess and of the generalized 
meningitis. 

The authors give many technical details of the 
method followed in the lavage of the ventricles, 
which in this case improved the condition of the 
patient very strikingly for several days. There 
are three other reports in literature of ventricular 
lavage and although the method thus far has not 
effected a cure in any case of meningitis, yet it seems 
to result in alleviation in hopeless cases. The 
authors’ technique consists in puncturing the lateral 
ventricle after a limited trepanation 3 or 4 cm. 
above the cavity of the ear, in the middle of a line 
joining the nasion and inion. Lumbar puncture 
having been previously performed as soon as the 
trocar has penetrated the ventricle, 100 to 400 ccm. 
of ordinary salt solution or streptococcic serum is 
very slowly injected by the lumbar trocar. The 
descending route may be used, but the other seems 
to be preferable. 

The injected serum comes back to the ventricle, 
thus realizing not only a simple drainage but a 
veritable lavage of the meningeal cavities. The 
other methods of ventricular lavage which have 
been practised by different authors are described and 
criticized and technical illustrations are given. 

W. A. BRENNAN. 


Fergusson, J. N.: A New System of Localization 
and Extraction of Foreign Bodies in the Brain. 
Brit. J. Surg., 1919, vi, 409. 

In devising a method of localization of foreign 
bodies in the brain, the chief considerations are to 
enable the operator to apply the information con- 
veyed by the X-ray with the utmost precision. Such 
a method should also consider the extracting of the 
foreign body with a minimum of damage to the 
brain. The author has ingeniously worked out a 
method, the essential feature of which is that it 
enables the operator to direct a forceps of special 
design through the brain with such precision that 
the missile is grasped and extracted without the 
use of any other instrument or of a finger in the 
wound. 

The apparatus consists essentially of a steel semi- 
circle which can be fixed rigidly to the head in the 
sagittal plane by means of three pointed rods which 
fit into recesses drilled into the outer table of the 
skull to receive them. With the apparatus attached 
to the skull, plates are made by the double exposure 
method. The position of the missile relative to the 
apparatus is then determined by the cross-thread 
method of localizing. 

The exact position of the missile having been in 
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this manner determined, the forceps is placed within 
its guide which is accurately aimed by means of a 
device attached to the semicircle. After it has been 
rigidly fixed, a short piece of rubber tubing is slid 
up into contact with the free end of the guide to 
register the depth at which the forceps will be able 
to grasp the missile. The forceps, lubricated with a 
little sterile oil, is introduced through the guide 
and gently pushed into the brain until within a 
short distance of the depth at which the blades can 
grasp the missile as indicated by the approach of the 
short piece of rubber tube on the stem of the free end 
of the forceps-guide. 

The jaws of the forceps are opened wide enough 
to grasp the missile, the size of the missile having 
been previously determined by the X-ray, and the 
forceps introduced the remainder of the distance. 
A small scale near the loops of the handles enables 
the operator to tell how far the jaws are apart. After 
the missile has been withdrawn, a small roll of 
rubber dam can be introduced along the same tract 
by the forceps. By this method there is a minimum 
amount of trauma to the uninjured brain tissue, 
particularly in those cases in which it is most ex- 
pedient to extract through a new opening in the 
skull. GATEWOOD. 


Rouvillois, H.: Primary Extraction of Intracerebral 
Projectiles by Forceps Under Radioscopic 
Control; Operative Indications; Technique; 
Results (De l’extraction primitive des projectiles 
intra-cérébraux par la pince, sous le contréle radio- 
scopique; indications opératoires; technique opéra- 
toire; résultats). Butl. et mém. Soc. de chir. de Par., 
1918, xliv, 1718. 

Rouvillois believes with the majority of surgeons 
that there are many cases where the extraction of 
intracerebral projectiles is contra-indicated. In 110 
cases coming to him he extracted the projectiles 
in only 47. Extraction is not routine even in the 
majority of cases; but when extraction is necessary, 
it ought to be primarily done through the tra- 
jectory of the projectile. This method offers the 
best chances for the wound to evolve aseptically 
or at least with diminished virulence. 

Extraction is contra-indicated: (1) if the patient 
is comatose, badly shocked, or received a long 
time after injury with meningo-encephalitis al- 
ready in progress; or in patients with very exten- 
sive craniocerebral lesions or severe multiple wounds; 
(2) because of its danger and difficulty if the pro- 
jectile is situated in the neighborhood of the base of 
the brain or the ventricles, if it has transversed 
the covering of the cerebellum, or if it is of very 
small size and lodged far from its entry orifice. 

The author has previously described his method 
of extraction by the forceps under radioscopic 
screen control. His later experience convinces 
him that this method best meets the conditions he 
considers imperative: (1) to operate under visual 
control, which is the only safe method; (2) to ap- 
proach the projectile using the existing trajectory, 
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which is the best means of clearing and disinfecting; 
(3) to extract not only the projectile but any 
foreign bodies as well which may accompany it. 

Rouvillois remarks that the proportion of non- 
magnetic foreign bodies is high, i.e., about one- 
sixth in his own cases. 

The preliminary radioscopic location of the 
projectile is carefully carried out in the presence 
of the surgeon, who decides on the method of ex- 
traction and fixes the patient accordingly. A gen- 
eral anesthetic is used. The author gives in detail 
the technique of the forceps extraction. As a 
general rule the forceps follows the trajectory route 
without effort and its contact with the projectile is 
instantly felt. There may or may not be difficulty in 
seizing and extracting the projectile. In the most 
difficult cases the extraction occupies from forty 
to fifty seconds. 

If the projectile is large, the wound old and of an 
unfavorable aspecf, drainage is indicated; but the 
majority of cases are recent and in such, immediate 
suture is the method of choice. 

Rouvillois thinks that his results justify the 
procedure. In his 110 cases there were 47 extrac- 
tions and 63 abstentions. Of the 47 extractions 
under screen control, there were 18 recoveries 
and 29 deaths, 11 of these being desperate cases. 
Of the 63 cases of abstention, there were 14 re- 
coveries and 49 deaths. 

While the size of a projectile is a factor in measur- 
ing the gravity of a case, the region is not less so. 
From a comparison of his results, the author deduces: 
(1) that the zone of the peripheral region is the one 
in which extraction gives the best results; (2) that 
there is a dangerous central region which appears 
to be beyond the resources of surgery. The region 
of lesser danger includes the more superficial parts 
of the frontal, parietal, temporal, and occipital 
regions. 

The radioscopic findings therefore give the sur- 
geon a certain amount of data on which he may base 
a radioscopic prognosis, and this, combined with the 
clinical findings, will form the basis of the operative 
prognosis. 

With regard to the end-results, although the 
author has lost touch with many of his cases, he 
has not heard of a single operated case resulting 
fatally, nor does he know of any subsequent com- 
plications. On the other hand he knows of many 
cases in which extraction was not carried out and 
subsequent complications have been reported. 

W. A. BRENNAN. 


NECK 


Leclerc, G., and Masson, P.: Metastatic Goiter 
(Goitre 4 métastases). Bull. et mém. Soc. de chir. de 
Par., 1918, xliv, 1815. 

In a man aged sixty-seven, a tumor had been 
noted for two years in the left costo-iliac region. It 
was removed and the man made a good recovery. 
On examining the removed tumor, it was believed 
from its macroscopic appearance to be a sarcoma; 








380 


but microscopically it was found to be composed of 
thyroid tissue. ‘The patient was therefore re- 
examined and a goitrous tumor was found in the 
sternomastoid region on the left side. The tumor 
had been noticed by the patient, but it did not 
increase and was painless. 

Some months after operation the patient, who had 
been well in the meantime, developed intense pain in 
the operated region and in the left thigh. An al- 
most total paraplegia of the lower limbs followed, 
with incontinence of urine and faces, and he died 
after a short time. ‘The author thinks there is no 
doubt that the terminal phenomena were due to 
metastasis. 

Osseous tumors operated upon with the diagnosis 
of sarcoma have often on histological examination 
been found to be typical colloid thyroid adenomata. 
Patel collected a number of such cases in 1904. The 
authors say that the case now reported is one of this 
type of histologically benign goiters evolving locally 
with benign characteristics but giving rise to multi- 
ple metastases by the blood route which rapidly 
cause death like a malignant tumor. Although the 
microscopic examination shows such tumors benign, 
yet the bone metastases and all the clinical phe- 
nomena show the evolution to be malignant. 

The author thinks the conclusion can be drawn 
that the microscope alone is not always to be relied 
upon. Examination of tumors by the eye may give 
findings superior to those of the microscope; and it is 
a mistake to trust tothe microscope alone and neglect 
a macroscopic examination. Another conclusion is 
that the histology of goiters is still imperfectly 
known. In the present case karyokinetic elements 
were observed to be very numerous, whereas they 
are exceptional in ordinary adenomata of the thyroid 
body. W. A. BRENNAN. 


Rouquette, S. H.: Local Anesthesia and Twilight 
Sleep in the Surgery of Exophthalmic Goiter. 
Lancet, Lond., 1918, ii, 776. 

During recent years the very great diminution 
in the mortality of the operation for the ablation 
of the greater portion of the thyroid gland in 
patients suffering from Grave’s disease is due partly 
to a better appreciation of the time at which opera- 
tion should be undertaken, but far more to a realiza- 
tion of the danger of anesthetics, culminating in the _ 
absolute prohibition of chloroform. Ether in skilled 
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CHEST WALL AND BREAST 


Diemer, F. E., and MacRae, R. D.: The Value of 
Chest Fluoroscopy. J. Am. M. Ass., 1919, xxii, 
172. 

Based on a study of over 13,000 men at Camp 

Lewis, the authors conclude that practically 25 per 

cent of all men between the ages of twenty-one and 
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hands is a safe anesthetic for the very slight or 
early cases, but not sufficiently safe for a primary 
operation in a severe case. When employed, 
Rouquette prefers the intratracheal method. 

The author considers that local anesthesia is the 
safe method, but points out two disadvantages: 
(1) the mind suffers what the body does not feel; 
and (2) the personality of the patient is apt to 
intrude and embarrass the surgeon, with the result 
that the operation may degenerate into a trying 
ordeal for both. To overcome these objections the 
author employed preliminary injections of morphine 
and hyoscine, with the result that the operation 
could be performed more quickly and that the 
patient frequently felt nothing at all or slept peace- 
fully at intervals throughout the operation. 

The dosage is dependent upon the individual, 
but most frequently the author gives hyoscine 
1/100 gr., and morphine 1/6 gr., an hour and a half 
before the operation; and morphine '4 gr. half an 
hour later. The patient’s ears are plugged and the 
room darkened at the time of the first injection. 

The author believes that the anasthesia is pro- 
duced principally by distention of the tissues, and 
except for the slight increase in capillary oozing 
he has had equal success with solutions of normal 
saline alone as with solutions containing novocaine. 
He cautions that whatever solution is employed 
should be freshly prepared. 

The injection is begun in the patient’s room about 
one-half hour before the operation. In the very 
nervous patients he places a pad soaked in 1:20 
carbolic on the neck beforehand to diminish sensi- 
bility to the prick of the needle. All the tissues 
superficial and lateral to the gland are infiltrated 
but the fluid does not penetrate the capsule. While 
complete immunity from discomfort during the 
operation is not always secured, imperfect anwsthesia 
is the exception and following the operation the 
patient escapes the mental and physical distress 
so apt to follow in the wake of general anesthesia. 

Local anesthesia does not increase the likelihood 
of suppuration, but the formation of haematoma 
is not unlikely to occur if more than o.1 per cent 
adrenalin 20 m. has been used. He concludes that 
the combination of hyoscine-morphine amnesia 
and local infiltration is an absolutely safe method of 
producing anesthesia, without disadvantages or 
contra-indications. J. pE J. PEMBERTON. 


THE CHEST 

thirty-one should be subjected to a thorough exam- 
ination for the detection of possible chest abnormal- 
ities. The conditions existing and rendering such 
examination imperative are definitely formulated 
and their findings noted. Four hundred and twenty- 
five patients were rejected on account of pulmonary 
tuberculosis. Of these the screen findings showed 
248 unmistakably tuberculous, 120 very suspicious 
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but requiring clinical verification, 32 showing 
abnormalities in which clinical verification was 
absolutely essential, and 13 in which no abnormality 
whatever was noted. 

The authors are not only convinced that with 
careful examination very few cases of tuberculosis 
will pass the roentgenologist unrecognized, but that 
fewer cases will thus be overlooked than by clinical 
examination. 

Among the advantages claimed for fluoroscopy 
are mentioned the ability to note the diaphragmatic 
excursions and extent of pleuropericardial adhesions, 
the localization of encapsulated pleural effusion by 
oblique illumination, and the presence of free fluid 
by the shifting of the fluid level by flexing the 
patient. The posterior mediastinum is readily 
viewed by turning the patient obliquely, and dilata- 
tion of the aorta posteriorly may be thus discovered. 
Cases of bronchiectasis, pneumoconiosis, situs in- 
versus, postpneumonic abnormalities, and dia- 
phragmatic herniw were detected by the fluoros- 
copic examination. 

In conclusion the authors state that fluoroscopy 
should not be considered an adjunct in chest diagnosis 
but should primarily be used to detect chest abnor- 
malities, especially in wholesale examinations when 
the clinicians are compelled to devote only a few 
minutes to each subject. ApotpH HArtuNG. 


Labat, G.: Regional Anesthesia in Breast Amputa- 
tions for Cancer (Amputation du sein pour can- 
cer a l’anesthésie regionale). Presse méd., Par., 
IQIQ, Xxvii, 16. 

Labat thinks that in cancer of the breast the 
Halsted operation is only rarely indicated. It is 
mutilating and shocking, and many experienced 
surgeons have abandoned it. It suffices to remove 
the cellular tissues lying between the axillary 
ganglia and the tumor and to respect the pectorals. 
Local anesthesia may be applied to this operation. 

The technique of anasthesia of the breast may 
be divided into four steps: (1) skin infiltration; 
(2) blocking of the brachial plexus; (3) blocking of 
the intercostal nerves; (4) subcutaneous infiltration 
of a large operative field. The various steps in each 
of these stages are described in detail by the author 
and illustrated. 

The patient receives a hypodermic injection half 
an hour previous to allay nervousness. For the skin 
infiltration novocaine solution 1/200 is used, 2 ccm. 
being injected at eight selected points. For the 
brachial plexus the technique of anwsthesia is the 
most difficult part of the procedure. The author 
describes the anatomic landmarks, and the char- 
acteristic ‘‘pain-signal”’ when the needle reaches 
the plexus. Ten ccm. of 1/50 novocaine solution is 
injected here, and 5 ccm. at Chassaignac’s tubercule, 
as well as at the first rib near the subclavian artery. 
For the intercostal nerves the solution of 1/100 is 
used. The operative field to be anesthetized is 
bounded above by the clavicle, on the inside by the 
sternal border on the same side, below by the 


thoracic edge as far as the tenth costal cartilage, 
and thence horizontally, and on the outside by a 
line starting from the posterior angle of the hollow 
of the axilla and descending vertically to the lower 
limit of the field. A needle 9 to to cm. long is in- 
serted at selected points, and at each one injections 
are made at successive depths as the needle is 
pushed to its limit into the cellular tissue. 

The author draws attention to the absolute neces- 
sity of rigorous aseptic precautions being observed 
in all the anesthetizing,- instrumentation, and 
manipulations; also to the fact that the operation 
should be conducted without undue haste. 

The method of local anesthesia allows the patient 
full use of her faculties and she can voluntarily assist 
the surgeon. The method obviates shock and 
anemia. There are no postanesthetic complica- 
tions. There is less need of assistants, less blood loss, 
less shock, and fewer complications. 

° W. A. BRENNAN. 


Litchfield, L.: Notes on the Diagnosis of Acute 
Infections in the Thorax. Med. Clin. N. Am., 
1918, ii, 517. 

The following article is based on the author's 
experience at Camp Grant. ‘The transition from 
acute bronchitis to bronchopneumonia, whether 
interstitial or lobular, is often very insidious. A 
chill and gradual or sudden rise of temperature and 
sharp pleuritic pain in one side and a sudden change 
in the respiration-pulse ratio are the signs likely to 
mark the beginning of the pneumonic process. The 
true rusty sputum is rare in the streptococcic cases. 
Profuse hemopytsis may occur in both streptococcic 
and pneumococcic infections. The leucocytosis in 
streptococcic cases was lower than in pneumococcic 
infections. 

The streptococcic bronchopneumonias presented 
the: following picture usually. At the onset sore 
throat, coryza, cough, mucopurulent expectoration, 
headache, general malaise with pains throughout 
the body, fever, anorexia, and at times nosebleed. 
After several days a chill and a sharp pain in the side 
set in. In a few cases a chill and pain in the chest 
occurred with sudden onset. As the interstitial 
pneumonia developed, dyspnoea became more and 
more extreme, cyanosis developed, cough became 
more distressing, temperature irregular with weak 
and rapid pulse, and occasionally drenching sweats, 
the general appearance being quite distressing. 

The development of a large pleuritic effusion with 
slight lung involvement presented an opposite 
picture, patients being quiet, drowsy, and hard to 
arouse. Blood culture in the early stages of the 
hemolytic cases were very rarely positive, occurring 
but once in the last twenty-three cases, being more 
common in the last stages of the fatal cases. The 
sputum was relied on chiefly for the recognition of 
the invading organism. Rusty sputum with the 
classical signs and symptoms followed by a crisis 
generally meant pneumonia which, however, showed 
a mucopurulent sputum due probably to a mixed 
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infection as bacillus influenze or hemolytic strep- 
tococci, and the defervescence occurred by lysis 
instead of crisis. 

The differentiation between lobar and broncho- 
pneumonia, either interstitial or lobular, could 
generally be made by careful clinical observation, 
together with the data obtained by an experienced 
bacteriologist and roentgenologist. Fluoroscopy 
proved a very valuable adjunct to a careful study 
of the history and physical findings in all cases of 
acute chest infections. The various types of pneu- 
monia present varying and characteristic appear- 
ances under fluoroscopic examination. Fluoroscopy 
and percussion combined furnish some very interest- 
ing findings. 

Although there is always some pleurisy with lobar 
pneumonia, a large exudate is unusual, while with 
the hemolytic streptococcic pneumonia, a large 
effusion is the rule. Consequently, in the presence 
of a laboratory report of streptococci in blood or 
sputum examinations, fluid must be carefully looked 
for. Diminution of expansion of the lung on the 
affected side, painful persistent unproductive cough, 
together with physical signs of fluid as flatness on 
percussion with increased palpatory resistance, 
absent tactile fremitus, suppressed or distant voice 
and breath sounds, egophony, absence of Lytton’s 
phenomenon, lateral displacement of the area of 
superficial cardiac dullness, Grocco’s sign, dullness 
on percussion over the vertebral spines, bulging 
of the intercostal spaces on the affected side or of 
the entire side of the chest, mark the diagnosis. 

Lack of expansion on one side of the chest may be 
physically impossible as in large pleural effusions, ex- 
cessive closed pneumothorax, or advanced emphys- 
ema, the latter being a chronic condition. Again it 
may be due to voluntary or involuntary fixation due 
to pain, pleuritic, peritoneal, or intercostal neuralgia 
of the chest wall. When due to inability to expand, 
the chest is in the position of expansion and the ribs, 
if visible on the fluoroscopic screen, are nearly 
horizontal and widely separated, while the dia- 
phragm is flattened. When lack of chest expansion 
is due to inhibition because of pain, the ribs are 
oblique and close together and the diaphragm is 
high-domed. 

In considering the differentiation of fluid from 
hepatization by fluoroscopy, the following facts 
must be considered: The density of the shadow may 
be the same in either case. A shadow which moves 
with respiration must be inthelung. A small amount 
of fluid in the pleural cavity will obscure the outline 
of the diaphragm and shade to a faint smokiness at 
the apex. Inflammation of the pleura always in- 
hibits the respiratory movements of the diaphragm. 
When the patient can sit up, the effect of gravity 
may be noticed in the darkening of a shadow below, 
while it becomes lighter but not clear above. Cough- 
ing, if fairly forceful, shows a distinct and striking 
change in the density of the shadow due to fluid. 
The mediastinal shadow must be displaced to the 
opposite side in the presence of fluid. An extensive 
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very dense shadow extending over one entire side 
of the chest must be due to massive hepatization 
unless the mediastinal shadow is distinctly and mark- 
edly displaced to the opposite side. A shadow at 
the periphery shading lighter toward the hilus is 
probably due to fluid in an adult. A shadow near 
the hilus fading toward the periphery is probably 
hepatization. A sharp upper line of demarcation 
of a shadow favors lobar pneumonia. There is no 
difference in the shadow produced by serous and 
purulent effusion, the clinical picture and the explor- 
ing needle making the differentiation. 

In pneumothorax, either with serous fluid or pus, 
the maintenance of a horizontal surface and the 
demonstration of waves upon this surface by tapping 
or jarring the chest are well known. 

Pericardial effusion may present a fluoroscopic 
shadow of characteristic shape and location, differ- 
ing from the shadow of an enlarged heart by the 
slight or absent visible pulsations and often the 
apical lesion can be felt well within the outline of the 
shadow. In the dry stage pericarditis may cause 
severe pain, being usually accompanied by a friction 
rub. There is always to be considered the possibility 
that an abscess elsewhere complicating an intrathor- 
acic condition may cause death because it is dis- 
covered too late. H. H. FRetvicu. 


Maurizi, M.: The Capparoni Method in the Treat- 
ment of Pleuritis and Tubercular Peritonitis 
(Il metodo Capparoni nella cura delle pleuriti 
e peritoniti tuberculari modificato). Gazz. d. osp. 
ed. clin., Milano, 1918, xxxix, 507. 

Capparoni’s method consists of injecting iodo- 
formized glycerine into the pleura or peritoneal 
cavity. The merit, of his method lies in the selection 
of the substance injected, because injections of 
various kinds have long been practiced but did not 
give satisfactory results. 

Maurizi uses this method not only for simple 
serofibrinous pleuritis but for tubercular empyemas. 
While the treatment of staphylococcal and strepto- 
coccal empyemas must unquestionably remain sur- 
gical, surgery is damaging where the empyema is 
tubercular, because (1) it does not cure the primary 
lesion; (2) it gives rise to secondary infections; 
(3) in such cases a residual fistula may easily occur 
and this fistula is permanent. On the other hand 
iodine liberated in the pleural cavity has a destruc- 
tive effect on the Koch bacillus, a favorable action 
on the lung, and sets up an autotuberculin therapy. 

In tubercular peritonitis the author does not deny 
the value of surgical treatment, yet there are many 
cases where surgery is contra-indicated: (1) cases in 
which there is a concomitant exudative pleuritis; 
(2) in concomitant tubercular lesions of the lung and 
intestine. 

Maurizi prefers sterilized vaseline oil as a medium 
for the iodine instead of glycerine as used by Cap- 
paroni. He injects from 2 to 4 grains of iodine sus- 
pended in 10 to 20 grains of vaseline. A single 
injection generally gives good results and a second 
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is rarely necessary. The quantity of free fluid often 
increases following injection, then it gradually di- 
minishes, and finally disappears in about twenty 
days. There is greater or less febrile reaction follow- 
ing the injection. After a few days the iodine may 
be found eliminated daily in the urine. 

W. A. BRENNAN. 


Legendre, L.: The Operative Indications and Prog- 
nosis in Grippal Purulent Pleurisies (De |’in- 
dication et du prognostic opératoires dans les pleu- 
résies purulentes grippales). Presse méd., Par., 1919, 
XXVii, 22. 


The author has received in his surgical service 23 
cases of postgrippal purulent pleurisy. Eight of 
these died; the others have recovered or are on the 
way to recovery. 

These patients may be divided into two classes. 
All show dyspnoea. In the first group, there is 
pallor with 25 to 30 respirations per minute. The 
pallor is of toxic origin. They have had pulmonary 
localizations which are healed or in process of 
recovery. In such patients operation brings about 
a progressive diminution of the dypsnoea and an 
immediate fall of temperature. Recovery is the rule. 

In the second group the patients have a 45 to 50 
respiration rate, with very marked cyanosis. 
Generally the effusion is not abundant, but the 
pulmonary lesions are often bilateral. Operation 
does not cause a fall in temperature, and the dysp- 
noea is increased by the creation of an artificial 
pneumothorax. Death occurs in twenty-four to 
forty-eight hours following operation. The prognosis 
in these cases seems to depend wholly on the condi- 
tion of the subjacent area and the opposite lung. 
If the functional value is already deficient, operation 
aggravates rather than improves conditions. Fifteen 
of the author’s patients who were operated upon 
when the pulmonary complications had either 
disappeared or were in way of disappearing recovered ; 
the 8 deaths occurred in cases where operation 
was done during the full course of the pulmonary 
lesions. If operation had been deferred, these patients 
might have recovered. Early intervention removed 
whatever chance they had. 

The author concludes that postgrippal pleurisies 
should be treated medically by evacuation of the 
effusion by puncture, and intrapleural injections 
of serum until there is recovery or improvement of 
the pulmonary lesions. Operation may then be 
practiced with every hope of success. 

W. A. BRENNAN. 


Mozingo, A. E.: The Surgical Treatment of Empye- 
ma by a Closed Method. J. Am. M. Ass., 1918, 
Ixxi, 2062. 


The high average mortality of empyema in the 
various army camps (30.2 per cent) is contrasted 
with a relatively low mortality in a small series of 
cases treated by the closed method. 

After the location of the cavity is determined by 
X-ray and needle, and a cannula inserted into the 


pleural cavity through a simple intercostal knife 
puncture, using novocaine anesthesia, a rubber tube 
closely fitting the cannula is introduced; air is not 
allowed to enter. The point of election for drainage 
is the most dependent part of the abscess. The tube 
is then made to fit without leakage by means of 
adhesive and gauze pads. 

The cavity is aspirated with a half ounce bulb 
urethral syringe and injected with Dakin’s solution 
every two to three hours. To prevent the ingress of 
air the tube is clamped. When the bacterial count 
drops to one in ten fields, and the cultures show 
marked diminution, a 2 per cent formalin-in-glycerin 
solution is substituted for the Dakin’s solution. 
Formalin, which is a stronger bactericide than 
Dakin’s solution, prevents the reformation of pus 
pockets. 

In 32 cases there were no deaths. Twenty-six 
recovered entirely without secondary operations. 
In to cases there was a communication with a 
bronchus. The formalin seemed to hasten the closure 
of the bronchial fistula. 

The author concludes: 

1. Early operation can be done without shock to 
the patient; it prevents pulmonary compression and 
fixation and toxic absorption. 

2. Sterilization is more rapid by the closed 
method. 

3. Communication of an empyemic cavity with a 
bronchus is more common than usually suspected. 

4. Constant negative tension gives the maximum 
pulmonary expansion. 

5. The closed method will prevent the necessity 
for a Schede, Eastlander, or Delorme operation. 

J. R. BUCHBINDER. 


TRACHEA AND LUNGS 


Key, S. N.: A Foreign Body in the Right Bronchus, 
Illustrating the Value of Thorough Radiog- 
raphy. Texas St. J. Med., 1918, xiv, 278. 

The following case is presented as an example of 
delayed diagnosis due to incomplete radiography. 
The patient swallowed a stone, causing severe 
coughing, accompanied by some cyanosis. The 
symptoms subsided before the arrival of the family 
physician. A week later, following a similar attack, 
an anterior posterior X-ray view of the chest was 
taken which was negative. 

During the next few weeks, the patient developed 
persistent cough, fever, and loss of weight. Another 
anteroposterior X-ray view proved negative. Five 
months later the condition had become worse and 
clubbed fingers developed. Two skiagrams were 
made, one a lateral view; the other, taken at an 
angle to show the right bronchus unobstructed by 
the sternum and vertebre, showed the foreign 
body. Under ether oil colonic anesthesia, the stone 
was removed from the right bronchus by direct 
bronchoscopy. 

Whether the pathological changes which neces- 
sarily resulted from the five months’ sojourn of the 
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stone in the lung will affect the patient’s health 
remains to be seen. The possibility of this could 
have been avoided by a thorough radiography at 
first. H. H. Freiicu. 


Lynch, R. C.: Some Bronchoscopic and sophago- 
scopic Foreign Bodies I Have Known. Texas 
St. J. Med., 1918, xiv, 275. : 

The author maintains that perfectly trained eyes 
are essential in bronchoscopic work, and he recom- 
mends the practice of working on pins and other 
objects through a bronchoscope to improve technique. 
Three years ago the author stated that general 
anwsthesia was contra-indicated in bronchoscopy 
in young children, the bronchoscope being intro- 
duced by the Moscher or Jackson spatula, although 
a certain number of cases had to be anesthetized 
before the tube could be carefully placed for fear of 
dyspnoea following trauma, in some cases necessitat- 
ing tracheotomy. Following perfection of the 
suspension apparatusand with a trained anesthetist , 
the author now favors general anesthesia for 
children undergoing bronchoscopy under the new 
technique; there is very little shock or dyspnoea, 
and the operator can work much more rapidly. 

Since no cases were lost and in no case was the 
foreign body misplaced or lost by the relaxing 
influence of the anesthetic, and no cases of post- 
operative pneumonia occurred, the author concludes 
that the one condition contra-indicating general 
anesthesia is marked dyspnoea produced by the 
foreign body. Local anesthesia in children is 
useless and only adds the poisonous cocaine to the 
existing condition, although in adults it can be 
used very successfully for both bronchoscopic and 
cesophagoscopic cases. 

At present suspension is done on all infants and 
children suspected of harboring foreign bodies, 
partly because many of these objects can be removed 
more easily, quickly, and safely, and partly for 
proper preparation of the larynx and trachea for 
the passage of the tube. Cockle-burs, sand-burs, 
coins, chicken and meat bone fragments, etc., 
have been removed from the larynx very easily 
under suspension. 

Non-impacted bodies in the trachea should be 
followed down until they can be held firmly against 
the mouth of the tube, the trachea having been 
cleared of mucus, the forceps adjusted accurately 
under sight, and the body quickly removed without 
trauma or mishap. In impacted cases the trachea is 
freed of mucus, best done by a suction apparatus, 
the proper forceps applied with a good grip, and the 
tube, body, and forceps removed at the same time, 
this of course when the body is too large to be 
removed through the tube. Then the patient's 
head is turned to the side quickly, a gag placed 
in the mouth, and the thick salivary and oesophageal 
secretions removed. A re-introduction of the tube 
to remove the bronchial secretions below the foreign 
body can also be utilized for the examination of 
the other bronchus to see that it is clear. 


In multiple foreign bodies, the patient is kept 
under suspension, the tube being introduced and 
removed as often as necessary. The main mass is 
removed first, then the smaller pieces. A long narrow 
suction tube is best for this purpose. 

In cesophageal cases anesthesia depends on the 
individual case. Smooth round bodies like coins 
which lodge behind the cricoid require no anesthetic, 
and with either a small tube or spatula, after the 
cricoid is lifted, the body can be seen and easily 
removed. Cases of ragged or jagged objects require 
a good deal of juggling before they can be removed. 
A tear in the oesophageal wall will be followed by 
peri-cesophagitis, death usually resulting within 
eight to twelve hours. 

The author reports several cases. He has operated 
upon nearly 200 cases without a death and with but 
one failure, that of a tack in the right lung, the 
tube-and forceps not being long enough to reach 
sufficiently far. Although the equipment for this 
work is elaborate, the expense great, and the re- 
muneration small, it is a source of satisfaction to be 
able to relieve this class of patients. Bronchoscopy 
and cesophagoscopy are a specialty within them- 
selves, and those who have no clinical facilities and 
only a small equipment had better not attempt 
the work. Experience is of great advantage, since 
the author has not had two cases wholly alike. 

H. H. Freriicu. 


Lo Monaco, D.: Injections of Saccharose (Les 
injections de saccharose). Presse méd., Par., 1918, 
XXxvi, 617. 

Lo Monaco, Director of the Institute of Physio- 
logical Chemistry in connection with the University 
of Rome, gives a short account of his researches in 
the treatment of tuberculosis by subcutaneous 
saccharose injections. 

Such injections have two effects: in weak dosage 
they increase the secretion; in strong dosage they 
diminish or inhibit it. This is. due to the double 
action of sugar on the organism; it acts on the glan- 
dular epithelium and on the vessels. 

Lo Monaco found that superficial or deep hem- 
orrhage ceased completely on the application of a 
compress steeped in a solution of sugar. This 
solution is now employed in the clinical services of 
several surgeons in Rome. Moreover, in suppurat- 
ing wounds the application of such a compress 
causes pus to diminish and hastens cicatrization. 

The favorable effects observed in the applications 
just referred to suggested to the author that sacch- 
arose injections might be useful in tuberculosis. 
In the cases where tried, expectoration was found to 
diminish or cease, as well as the night sweats, etc. 
The cases in which tried were very severe cases of 
caseous bronchopneumonia and there was no doubt 
that the improvement was due to the injections. 

In a later series, 6 cases of advanced chronic 
tuberculosis were treated and followed. The injec- 
tions were at first daily but later the interval was 
extended to forty-eight and seventy-two hours, 
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and finally suspended. Some of these patients have 
been observed for six months without any recurrence 
of the expectoration and other symptoms. 

Lo Monaco does not affirm that these patients 
are cured, as he has no means of proving it. He 
thinks that the lung wound evolves toward complete 
cicatrization. 

The injections are somewhat painful and a little 
cocaine should be used. Also some fever is induced 
and this may either increase or cease. 

The patients in whom the injections give the best 
results are those in whom the acute stage has passed, 
and whose principal symptoms are excessive expec- 
toration with nocturnal sweats, hyperthermia, 
denutrition, and notable weakness. 

The injections are harmless, and there are no con- 
tra-indications. ‘They are however less effective in 
patients with arteriosclerosis. 

These injections, as well as having a favorable 
action on the expectoration, also act favorably on 
the gastric, pancreatic, and other secretions. 

W. A. BRENNAN. 


Behrend, M.: Empyema, Abscess, and Gangrene of 
the Lung Following Epidemic Influenza. 
N. Y. M. J., 1919, cix, 150. 

Many cases of empyema following epidemic 
influenza remained undiagnosed for days and weeks 
because no subjective symptoms were present. This 
occurred especially in small localized empyemas. 
Diagnosis was easy in large empyemas on account 
of dyspnoea and the physical signs elicited. Prolonga- 
tion of temperature beyond the normal period for 
a pneumonia was present inonlya fewcases. Diagno- 
sis was made difficult in some patients because all 
the physical signs of pneumonia were heard over the 
empyema. 

The aspirator usually cleared the situation. The 
author makes a plea for the more frequent use of 
the aspirator, which is the instrument he prefers. 
If this is not at hand, a Luer syringe will assist in 
making the diagnosis. These instruments are placed 
first and the X-ray second as aids in arriving at a 
proper diagnosis. Many conflicting observations 
were made with the X-ray. 

Bacteriologically a mixed infection comprising 
staphylococci, bacillus coli, streptococci, and pneu- 
mococci in various combinations were found. Pro- 
teus vulgaris and pneumococci were found in pure 
culture. 

The type of operation preferred is a costectomy 
because the chest cavity can be explored, the char- 
acter of the abscess determined, the condition of 
the lung inspected and palpated. 

The after-treatment consisted in using irrigations 
of Carrel-Dakin solution except in cases where the 
lung was involved. After the discharge ceased, 
dichloramine-T was used to close the sinus. 

The anesthetic that gave the best results in these 
cases was nitrous oxide gas and oxygen. 

The paper is based on a study of 19 cases. It is 
illustrated by eight line drawings. 
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HEART AND VASCULAR SYSTEM 


Herrick, W. W.: Meningococcic Pericarditis; with 
Report of 12 Cases. Med. Clin. N. Am., 1918, ii, 
4II. 


The result of the study of epidemic cerebrospinal 
meningitis in the camps has been the quite definite 
establishment of the disease as primarily a menin- 
gococcic sepsis, a blood stream invasion from the 
initial focus in the upper air passages with usual but 
not constant localization in various susceptible 
parts of the body. The most common site of second- 
ary localization is, of course, the meninges. In the 
author’s experience this meningeal localization has 
followed the general meningococcic sepsis in 96 per 
cent of cases. Next in frequency the lungs, the 
joints, the serous membranes, the testicle and 
epididymis and the endocardium are involved. The 
author summarizes as follows: 

In an epidemic of 280 cases, there were 12 examples 
of pericarditis, a percentage of 4. 20. 

Pericarditis is a complication of serious menin- 
gococcic sepsis. With but one exception, the 12 
cases of this series were extremely serious. Only 1 
was mild. In an epidemic, the mortality of which 
was 24.8 per cent, the mortality in cases showing this 
complication was 83% per cent. In other words, 1o 
of the 12 cases with pericarditis died. 

Two types of meningococcus pericarditis may be 
described, the wet and dry. Of the 12 cases here 
reported, there were 6 of each type. The amount of 
exudate was large in 2 cases, small in 4. The largest 
effusion amounted to 640 ccm., the others to 1oo 
ccm., 50 ccm., 40 ccm., 30 ccm., in order. The 
exudate was either a bloody, purulent, rather thin 
fluid containing small or large flakes or masses of 
fibrin, or a thick creamy yellow mixture of pus and 
fibrin. The large effusions were of the first type. 
Meningococci were present in most of the fluids. 
The exudate in the dry variety was fibropurulent in 
character, fibrin predominating. This fibrin varied 
in amount from a plaque one inch in diameter to the 
most exaggerated kind of “shaggy” or ‘ bread-and- 
butter” heart. In 1 case the masses of fibrin were of 
almost inconceivable size, so that when retracted 
the pericardium in both visceral and parietal layers 
was covered by masses of shaggy yellowish-white 
exudate, some as much as two inches in diameter. 
The exudate in this case was much more massive 
than one sees in cases of pneumococcic pericarditis. 

Symptoms of meningoccocic pericarditis are rarely 
as characteristic as those of the pericarditis of 
pneumococcic infections. Meningococcic pericarditis 
is merely a part of systemic infection; its symptoms 
merge with those of the generalized disease. As a 
rule, these symptoms are high fever, a more rapid 
pulse, and a general increase in the toxemia. With 
the presence of a large effusion, the expected 
symptoms and signs of this physical condition 
appear and are not in any way peculiar. The pulse- 
rate in the series reported averaged 124, varying 
from 84, the lowest, to 162 the highest; 10 of the 12 
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cases had petechia; 4 had positive blood culture; 7 
of the other 82 cases had other severe meningococcic 
complications, panopthalmitis, purulent arthritis, 
peritonitis, bronchopneumonia, paralysis, or hydro- 
cephalus. Four of the 12 cases were discovered 
during life; 8 were discovered only at necropsy. 

The time of occurrence of the pericarditis of 
epidemic meningitis is important. One case devel- 
oped one week after onset; another three weeks; the 
remainder between these extremes. The cases 
showing dry pericarditis developed earlier than those 
with the large thin sanguinopurulent effusions which 
occurred later in the course of the illness. In general 
it may be said that pericarditis is a feature of the 
late period of the acute stages of the disease. The 
effect on the heart of those cases that recover is 
important. Of the 2 cases making recovery one was 
of the dry type, the other had a large effusion. The 
former made a prompt recovery without subsequent 
cardiac embarrassment; the second recovered only 
after a prolonged period of convalescence in which 
there was dyspnoea and other evidence of moderate 
cardiac insufficiency. The final result, however, was 
excellent and the return to health complete. Of 
interest in this case was the lack of proof of the 
existence of adhesions. 

Diagnosis in this as in most conditions depends on 
keeping the possibility in mind. Every case of 
severe meningococcic sepsis should be regarded as a 
potential pericarditis. The heart outline should be 
carefully noted as soon as a patient comes under 
observation and subsequent changes in shape or size 
noted. Appearance of a friction over the precordium 
should mmediately make one alive to the condition, 
as also should much acceleration of pulse-rate, 
dyspnoea, increase in the size of the veins of the 
neck, cyanosis, or other well known evidences of 
pericarditis. With any increase in the severity of 
general toxemia one should be on the alert. With 
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evidence of the accumulation of fluid, exploratory 
puncture should be made in the usual way. A 
possible source of error in puncture is the plugging of 
the needle from the flakes of fibrin which are so 
commonly seen in the meningococcic exudate. One 
should be prepared for the injection of serum when 
the exploratory puncture is made. 

Of primary importance is the treatment of the 
general disease. Since pericarditis occurs in those 
cases in which meningococcic sepsis is present, intra- 
venous serum treatment is the chief method. This 
should be carried out according to the method 
suggested in previous communications. In brief this 
is the administration by vein of antimeningococcic 
serum in doses of too to 150 ccm. every eight to 
twelve hours until the symptoms are under control. 
The local injection of serum is very important. In 1 
case with effusion the pericardial sac was promptly 
sterilized and all the general symptoms, fever, 
dyspnoea, etc., promptly disappeared after a single 
injection of 30 ccm. of antimeningococcus serum. 
This was a remarkable example of the persistence of 
a single focus of meningococcic infection continuing 
to act as a source of general disturbance after other 
signs and symptoms had subsided, and emphasized 
the importance of search for such foci in eyes, 
joints, ear, epididymis, lung, pleura or elsewhere in 
those cases not making satisfactory progress. The 
satisfactory effect of local serum therapy is also 


emphasized. 

Other general measures as morphine and external 
applications need but passing mention. The 
question of introducing serum where there is 


presumably only the dry type of pericarditis present 
is debatable. It must be governed by the circum- 
stances of each individual case. It is probable that 
serum so introduced would have a good effect. The 
technical difficulties are, however, obvious. 

H. H. Freivicu. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Stassen, M.: The Peritoneal Sequelz of Abdominal 
War Wounds (Les sequelles peritonéales des 
blessures de l’abdomen par projectiles de guerre). 
Arch. méd. belges, 1918, \xxi, 507. 

The author, who has had considerable experience 
in the treatment of abdominal war wounds, states 
that patients even well recovered from operation are 
not out of danger, nor is their physical capacity 
quite re-established. The author has followed a 
number of laparotomized cases for more than two 
years. Even after complete postoperative treat- 
ment only about one-tenth had regained entire 
health; about one-fifth showed weakened abdominal 
walls; nearly one-third showed greater or less 
eventration with marked visceroptosis. As a rule 
these men complained of gastro-intestinal disturb- 


ances; one-fifth of the patients had painful defecation, 
especially when slightly constipated; about one- 
tenth showed chronic intestinal stasis. In one- 
tenth of the cases a new laparotomy was necessary 
for acute intestinal occlusion. 

These sequela of laparotomy, while observed 
more particularly in patients who had some degree 
of infection of the peritoneal cavity, may occur in 
cases where the operative course was favorable and 
primary union was obtained. 

In abdominal wounds of the flanks other sequele 
observed are peritoneal adhesions and colic fistulz. 

A posterior laparotomy, especially if complicated 
by a nephrectomy, is likely to give rise to a true 
colonic neuralgia. The pain is in the kidney region 
and along the colon. It lasts eight to ten days. 

High laparotomies for concomitant liver, spleen, 
or pancreatic lesions which demand a large abdomin- 
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al opening leave as additional sequele scoliosis, 
lordosis, etc., caused by muscular and cicatricial 
contractions and vicious postures acquired either 
during the patient’s stay in bed or immediately 
after getting up. After a few months, such a posture 
frequently becomes habitual. 

The author appraises the scale of pensions to 
which patients with such complications are entitled. 

W. A. BRENNAN. 


GASTRO-INTESTINAL TRACT 


Kahn, M.: Borderline Gastric Disease. 
J., 1919, Cix, 105. 


N.Y. M. 


The author reports very satisfactory results with 
the fractional gastric analysis method for the diag- 
nosis of various stomach diseases. A method is 
described whereby the stomach and the duodenal 
contents of a patient may be simultaneously ex- 
amined at fifteen-minute intervals, and whereby 
duodenal ulcer may be differentiated from other 
conditions simulating duodenal ulcer as determined 
by the ascending curve obtained in the fractional 
gastric analysis. 

The Glutzinski test meal is of doubtful value. 
The gastro-albumorrhcea test is, however, of distinct 
help in the differentialdiagnosis of gastric malignancy. 


Gillette, W. J.: Acute Gastric Dilatation. Am. J. 
Obst., N. Y., 1918, Ixxviii, 758. 

In acute gastric dilatation, after lavage and 
position have been thoroughly tried without success, 
the author suggests that the stomach be evacuated 
with the tube as completely as possible, in order that 
it may be in a collapsed state and so readily dealt 
with, and that the abdomen then be opened in the 
upper median line. The stomach, transverse colon, 
and omentum are delivered as for a_ posterior 
gastro-enterostomy; a loop of the jejunum is 
brough up as high as possible and attached to the 
skin; it is opened and a tube introduced through it 
directly into the duodenum, closing the abdomen 
about it. This procedure experimentally is practical, 
and should be of value if the toxicity retained by the 
duodenum is the important factor. 

In addition to surgery, repeated evacuation of the 
stomach with the tube and the placing of the 
patient in a position to overcome gravity of the 
intestines, such as the knee-chest position and the 
ventral position, with the foot of the bed greatly 
elevated, are to be recommended; but rel ance upon 
these measures alone will surely be accompanied by a 
high deathrate. Zade recommends that the patient be 
kept in the knee-chest position fifteen minutes out of 
every two hours, but the author believes this time 
should be doubled. Epwarp L,. CorneELt. 


A Gastric Pseudo-Calculus 
An. Fac. de 


Voto Bernales, J.: 
(Sobre un pseudo-célculo gastrico). 
med., Lima, 1918, i, 196. 

In a man aged forty years the symptoms of whose 
case suggested gastric ulcer, laparotomy showed no 
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signs of ulceration on the anterior face of the stom- 
ach; but palpation showed the presence within its 
cavity of a large foreign body of semi-smooth 
consistency, rounded surface, and free. An anterior 
gastrotomy was done; the stomach was incised in 
its median portion and the foreign body extracted. 


‘The gastric mucosa was much thickened, congested, 


and bloody in some points. 

The foreign body weighed somewhat over 25 
grams and was about 6 cm. long and 3.5 cm. wide. 
It was blackish in color and of a spongy, irregular 
surface. It did not show successive layers like 
calculi, but was porous and absorbent. Spectro- 
scopically it showed the characteristic bands of 
hematin. The facts obtained from examination 
led to the conclusion that it was not of hepatic 
origin, but was composed of coagulated blood which 
had become organized and was enveloped in a thin 
covering of bile pigment. 

The auther finds it difficult to account for the 
origin of this foreign body; he believes it was formed 
within the stomach. The history of the patient 
showed alcoholism, which may account for the 
stomach hemorrhage, especially in a patient with 
chronic gastritis. The presence of blood in the 
stomach may also have been the result of an ordinary 
Cruveilhier ulcer; this was the pre-operative diagno- 
sis which was abandoned during the course of the 
operation. W. A. BRENNAN. 


Terada, M., and Others: Spirochztz Found in the 
Walls of the Stomach. Sei-i-Kwai, Tokyo, 1918, 
XXXVIl, 55. 

Certain spirochete have been found in the stomach 
walls of animals. The authors have examined 9 
ulcerous and 18 cancerous human stomachs from 
autopsy cases. In every case they selected that 
part of the stomach wall bordering on the healthy 
and diseased regions. 

In one each of the ulcerous and cancerous stomach 
typical spiral bodies were found, in each case in the 
circular muscular layer; these bodies stained a 
brownish-black in color without the presence of 
any other bacteria. 

Other bacteria existed only in the superficial 
mucosa which was undergoing a necrotic process; 
they never invaded the healthy tissues deeply. 
Only few spiral bodies were detected in the necrosed 
mucosa. On examining the blood-vessels of both 
the mucous and muscular layers, the authors found 
many spiral bodies and saprophytic bacteria around 
these vessels, but in the walls and emboli of the 
blood-vessels only spiral bodies were found. 

The muscular layer in which they existed was 
proved to be healthy tissue by the method of hema- 
toxylin nuclear staining. Especially on staining with 
methylene blue and Ziehl’s carbol-fuchsin it was 
ascertained ‘that in the circular muscle layers no 
other bacteria than the spiral bodies could be found. 

In size these spiral bodies were everywhere com- 
paratively equal; the turns of the spirals were fairly 
regular and the contour very sharp. Further research 
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is necessary in order to determine whether these 
spiral bodies are found only in the healthy stomach 
or not. W. A. BRENNAN. 


Friedenwald, J., and Mc Glannan, A.: Perforation 
in Cancer of the Stomach. Am. J. M. Sc., 1919, 
clvii, 1. 7 


The authors reported in a previous paper a series 
of 1,000 cases of stomach cancer, in which 23 showed 
signs of perforation. Stomach perforations may 
be either acute or chronic. In the acute type the 
perforation is accompanied by the urgent symptoms 
of peritonitis. With the chronic form there is time 
for the development of a reaction on the part of the 
peritoneum, so that the area of infection is walled 
off. It has been shown that the ulceration in cancer 
of the stomach is associated with, if not caused by, 
necrosis and the digestive action of the gastric 
juice. Such perforation may be shown by roentgen 
ray examination. The authors believe chronic per- 
foration of stomach cancer indicates an inoperable 
lesion. 

Four cases are reported here, three acute and one 
of chronic perforation. Three were at the pylorus 
and one in the body of the stomach. I. W. Bacu. 


Freund, L.: A New Diagnostic Sign of Stomach 
and Intestinal Ulcer (Kine neue Untersuchungs- 
methode des Magen und Darn-ulcus). Deutsche 
med. Wchnschr., 1918, xliv, 1345. 


Freund observed that any eroded or injured part 
of the skin is more sensitive to the effects of electric 
currents than sound parts. If for instance a hand 
having a cutaneous lesion is plunged into a vessel 
containing water, and an electric current is passed 
through the fluid, the effect is particularly felt at 
the lesion. 

Freund applies this to the detection of stomach 
or intestinal ulcers. A barium meal is first given. A 
catheter fitted with a metal wire is passed into the 
stomach. This serves as the internal electrode. A 
roller placed on the external body surface acts as 
the external electrode. By passing a faradic current 

-and moving the external electrode over the gastric 
area, ifany part of the stomach mucosa is ulcerated, 
the patient will complain of pain in that spot. The 
author has verified the method in a limited number 
of cases where the result could be ascertained by 
operation or autopsy. W. A. BRENNAN. 


Finochietto, R., and Vaccarezza, R. F.: Results of 
Surgical Treatment in 75 Cases of Gastric 
and Duodenal Ulcer (Resultados del tratamiento 
quirurgico en 75 casos de ulcera gastrica y duodenal). 
Semana méd., Buenos Aires, 1918, xxv, 699. 

The authors review 75 operations for gastric and 
duodenal ulcers. They observed that pain generally 
appears within the first hour after ingéstion of food 
in the case of duodenal ulcer, and between the 
second and third hours in the case of gastric ulcer. 
Of the 75 cases, 31 were gastric, 26 duodenal, 6 
pyloric; the others were jejunal or multiple ulcers. 
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A gastro-enterostomy was done in 62 cases; a Bill- 
roth II pylorectomy in 5, resection in 2, and a cho- 
lecystogastrostomy in 4. In only 2 cases did the 
authors observe a neoplasic transformation of the 
ulcers. 

The postoperative mortality was high, i. e., 12 
deaths in 75 cases. Five were attributed to the dis- 
ease and 7 to the operation; 6 were gastric, 4 duode- 
nal and 2 gastroduodenal. 

The majority were operated upon under ether 
narcosis. Of 17 cases which developed bronchial 
or pulmonary complications, ether had been used in 
8, chloroform in 6, and ether-chloroform in 2. Of 
these 17 cases 9 were gastric, 7 duodenal, and 1 
pyloric. Chloroform gave a relatively greater num- 
ber of complications than ether; but on the other 
hand, the complications arising after ether were more 
severe than after chloroform. 

Eighteen of the gastric ulcer cases have remained 
permanently cured since operation; 7 have shown 
dyspeptic disturbances, or their condition could not 
be determined. Fifteen duodenal ulcer cases were 
completely cured; 10 showed dyspeptic troubles, and 
3 were not traced. Of 6 pyloric ulcers, 4 were com- 
pletely cured, 1 had dyspepsia, and 1 was not traced. 

The authors conclude that both medical and 
surgical treatment of ulcers of the intestinal 
tract is necessary. Their practice is to in- 
stitute vigorous medical treatment, and if this 
fails, to operate. If the lesion is pyloric or juxta- 
pyloric and there is an evident orificial syndrome, 
operative indications are imperative. In every case 
dietetic and medical treatment should follow oper- 
ation. 

Gastro-enterostomy is the method of choice. 
Cases of subacute perforation seen in the first 
twelve hours should be immediately operated upon. 
If the case is already twenty-four hours old, the 
reaction limited, and the general symptoms not 
marked, absolute rest is ordered, followed by a 
secondary gastro-enterostomy. In acute perfora- 
tions, closure of the perforation without a gastro- 
enterostomy is to be preferred when the latter offers 
greater danger of death than closure. When closure 
is impossible by plastic methods, gastro-enterostomy 
should be done. Histories of the 75 cases are given. 

W. A. BRENNAN. 


Bloch, L.: Chylosis Ascites; Faecal Obstruction 
from aLargeCholelith. Am. J. Surg., 1918, xxxii 
3°7- 

In the first case, the patient, a woman aged 
fifty-three years, stated that the present illness 
began six months earlier. Her previous health had 
been comparatively good. On first examination 
cardiorenal changes were found, the urine showing 
albumin and casts, and there was evidence of ob- 
structive lesion at the aortic valve. She had been 
unable for some time to assume the recumbent 
posture. She had also a prominent thyroid gland 
and a pronounced general ascites. 

Free hydrogogue catharsis over a period of two 
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weeks giving no appreciable benefit, abdominal 
paracentesis was done and the patient relieved of 
nearly two gallons of milky white chylous fluid. 
The patient died at the end of six weeks, paracentesis 
having been necessary at frequent intervals in the 
meantime. Necropsy revealed a new-growth at the 
head of the pancreas, with evident occlusion of the 
thoracic duct. The thyroid enlargement rapidly 
subsided after the first paracentesis, and her weight 
ran down from about two hundred pounds when 
first seen to eighty-five pounds at the time of her 
death six weeks later. 

In the second case reported, the patient, aged 
sixty years, was pronounced asthmatic, had had 
three or four attacks of so-called biliary colic in the 
last ten or fifteen years, and cardiovascular dis- 
turbances. When first seen, the patient had been 
vomiting almost constantly for four days; faecal 
material had been vomited. On the basis of the 
foregoing history, the condition was diagnosed as a 
case of acute fecal obstruction. On opening the 
abdomen, the fecal obstruction was found to be 
due primarily to the presence of a large cholelith. 
The intestine had become twisted upon itself and 
the lumen entirely occluded. This intestinal kink 
was easily untwisted and the cholelith and the 
accumulated faces pushed toward the rectum. The 
patient later voided the concretion and made an 
uneventful recovery. C. D. Hoimes. 


Von Eberts, E. M.: Polya’s Method of Anastomos- 
ing the Proximal Gastric Stump with the 
Jejunum. Canad. M. Ass. J., 1918, viii, 1093. 


The early diagnosis of cancer, the increased fre- 
quency with which pylorectomy is performed, and 
the improvement in surgical technique have made 
gastrectomy possible. Thus cancer of the stomach 
may be cured and many lives prolonged. 

Polya demonstrated that the procedure of gastro- 
jejunostomy can be performed without leakage; 
that the union of the stomach and intestine is ef- 
fected without tension; that the mechanical con- 
ditions for emptying the stomach are favorable; 
and also that his method can be done more quickly 
than previous methods. 

According to Polya’s method the jejunal loop is 
brought up through a slit in the mesocolon. By 
this means freedom of action is secured. At the 
conclusion of the anastomotic suture, the stump of 
the stomach is drawn down through the opening in 
the mesocolon, and the edges of the mesocolon 
sutured to it. If a high resection is performed, the 
small bowel should be brought up in front of the 
transverse colon and the anastomosis with the 
jejunum performed at a distance of from fifteen to 
eighteen inches from its origin. 

In 1911 Polya had tried his method in six cases, 
two of which were entirely cured, while another 
lived forty-nine days. In the three following cases 
Polya’s original procedure was followed. In none 
did vomiting occur after the operation and all three 
left the hospital free from symptoms. 
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In each case pain was noticed in the epigastrium, 
coming on one or two hours after eating. Vomiting 
was very frequent, but no blood was found in either 
the vomitus or stools. Loss in weight varied from 
15 to 35 pounds in the three patients. On examina- 
tion a distinct mass was felt in the region of the py- 
lorus in the first case, while the last two showed a 
tenderness in the same region. 

After a test meal and bismuth series, the first 
patient showed a lesion at the pylorus, suggesting 
ulcer rather than carcingma. The last two appeared 
to be ulcer because of the tenderness and irregu- 
larity in the pyloric orifice. All three showed the 
retention of food after six hours. 

In each case an incision was made through the 
right rectus. In the first patient a large inflamma- 
tory mass was exposed, with enlarged soft glands 
in the gastrohepatic omentum and the fundal por- 
tion of the stomach was dilated. No difficulty was 
experienced in suturing the mesocolon above the 
line of anastomosis. 

The second case showed an extensive superficial 
ulceration of the whole pyloric portion of the stom- 
ach. A gastrectomy was done. The stump of the 
duodenum was closed. The stomach was drawn 
down and the fundal portion removed. Anastomo- 
sis was effected between the stump of the stomach 
and the lateral wall of the jejunum. 

In the third case a large ulcer and several smaller 
ones were found, involving so large an area that a 
complete pylorectomy was done. 

In all instances convalescence was uninterrupted. 
A test meal given later showed the stomach com- 
pletely emptied in a short time, varying from three 
hours to fifteen minutes. F. P. Hammon. 


Kerley, C. G.: Twenty-Six Cases of Hypertrophic 
Stenosis of the Pylorus in Private Practice, 
with Operation by the Rammstedt Method. 
J. Am. M. Ass., 1919, \xxii, 16. 


A résumé of the results in 26 cases of congenital 
pyloric stenosis treated by Rammstedt’s method is 
herein presented. There were 17 boys and 9 girls. 
The earliest age at operation was three weeks; the 
lowest weight four pounds. 

The onset was abrupt in 25 cases. Twenty-three 
cases were entirely breast-fed at the onset of vomit- 
ing; 9 were so fed when they came under observation. 
The vomiting in all cases was projectile. The usual 
retention of food and the presence of scanty urine 
and stools were noted. The infants were all hungry. 
Every case showed peristaltic waves. Twenty-five 
had palpable tumors. In 17 cases there was no 
postoperative vomiting. There were 4 deaths. 

The routine treatment carried out was that 
evolved by Downes and Holt. The infant is brought 
to the operating room wrapped in blankets. The 
bed is warmed. After operation the head is lowered 
for an hour or two to prevent aspiration of mucus. 
Hypodermoclysis of 120 ccm. of normal salt solu- 
tion is given. Barley water and breast milk feedings 
are begun one and one-half hours after operation. 
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The author emphasizes early diagnosis and 
immediate operation as a preventive of high mortal- 
ity. This is particularly true in tumor cases. The 
average mortality with the Rammstedt operation 
is five per cent. J. R. Bucneinver. 


Venot, A.: Two Cases of Acute Arteriomesenteric 
Duodenal Occlusion (Sur deux cas d’occlusion 
duodénale aigué artério-mésenterique). Gazz. hebd. 
d. sc. méd., Bordeaux, 1918, xxxix, 189. 

The author reports 2 cases of acute arteriomesen- 
teric duodenal occlusion in soldiers aged twenty-five 
and twenty-one years. The first had been operated 
upon for a knee injury. A month later he was 
suddenly seized with vomiting and in spite of treat- 
ment died within twenty-four hours. Autopsy 
showed the stomach and the first and second parts 
of the duodenum enormously dilated, as well as the 
right half of the third portion as far as the mesentery. 
This latter was pulled strongly downward and back- 
‘ward. On freeing the mesentery, the occluded intes- 
tine allowed the arrested contents to quietly pass. 

In the second case the symptoms were somewhat 
similar in their onset. Immediately after being put 
in the knee-chest position the man experienced 
relief and recovered rapidly. 

The author believes that in the majority of cases 
acute dilatation of the stomach is nothing else than 
the result of an arteriomesenteric duodenal occlusion. 

W. A. BRENNAN. 


Crowdy, C. T.: Adenocarcinoma of the Intestine 
of Unusual Generalization and with Peculiar 
Cystic Metastases. Am. J. M. Sc., 1919, clvii, 54. 


This case was reported because of the unusual 
generalization and appearance of the metastases, 
which had some resemblance to pneumatosis cys- 
toides intestini of swine and man. The patient, a 
Chinaman, was operated upon and about 1,000 
ccm. of straw-colored fluid were removed from the 
abdomen. The intestines were studded with nodules 
and the omentum was massed above the umbilicus. 
An enlarged gland was removed, examined, and 
diagnosed as a metastasis of adenocarcinoma. About 
one month later, the patient died and an autopsy 
was held. The omentum and intestines showed 
numerous larger and smaller, frequently cystic, 
tumor masses. These could be roughly divided 
into three classes: 

1. Firm solid nodular growths situated most fre- 
quently near or in the mesenteric attachment. They 
appeared to lie immediately beneath the serous 
coat, were round with flattened surfaces and varied 
in size from a few millimeters to 1 cm. or more. One, 
about the size of a small egg, occurred in the cecum 
near the ileocecal valve. On section they were 
whitish yellow tissue. Microscopic examination 
showed them to be metastases of adenocarcinoma. 

2. Small spherical masses varying from a few 
millimeters to over 1 cm. beneath the mucous sur- 
face of the intestines. They were soft and cystic 
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to the touch and on section were filled with a thick 
mucoid material. 

3. Several large cysts, projecting into the lumen 
of the gut, and lying between the serosa and mucosa. 
They were slightly emphysematous and filled with 
a whitish, partly gelatinous, partly mucoid, material. 

One cyst was excised and examined bacteriologi- 
cally with the following results: (1) a variant of 
bacillus communis, which fermented lactose very 
slowly and feebly to acid and gas; (2) bacillus coli 
communis, excretal type. 

No primary lesion could be demonstrated. The 
distribution of the lesions was confined to the gut, 
peritoneal glands, omentum, and hilus of the liver, 
indicating a dissemination through the peritoneal 
lymphatics. I. W. Baca. 


Laffont, A.: A Case of Intestinal Perforation by a 
Bullet; Resection; Suture; Recovery (Per- 
forations intestinales par balle; 14 sutures; résection 
de 10 centimétres de gréle; guérison). Bull. et 
mém. Soc. de chir. de Par., tg18, xliv, 1712. 


A soldier received a bullet wound about a centi- 
meter above the middle of the left crural arch. 
Laparotomy was done five hours later. The abdo- 
men contained much blood. No important vessel 
was injured, the hemorrhage coming from the in- 
testine. Laffont found twelve perforations in the 
small intestine, four in the transverse colon and two 
in the cecum. The omentum was traversed three 
and the mesentery four times, but no important 
vessel was sectioned. 

After cleansing with ether, the perforations were 
isolated. A loop of small intestine containing four 
perforations was resected and sutured end-to-end. 
Other perforations were sutured, the peritoneal 
cavity washed with a 12.1 per thousand solution of 
magnesium chloride, and the abdomen closed, 
after extracting the bullet and placing a drain. 
The operation lasted one and one-quarter hours. 
The postoperative course was simple and the man 
recovered without incident. 

The successful result was due to early operation, 
resection and cleansing of the abdominal cavity. 
In this case Laffont left about 100 gr. of the chloride 
in the abdomen after operation. In discussing the 
case Delbet said it was his custom in gynecological 
laparotomies to leave from 500 g°. to 1 liter of mag- 
nesium chloride solution in the peritoneal cavity, 
and to this he attributed the absence of shock in 
such patients. Delbet further pointed out that 
in cases of diffuse peritonitis, abundant lavage 
when the intestinal loops are out of the peritoneal 
cavity is of real efficacy. W. A. BRENNAN. 


Wright, G.: Secondary Jejunal and Gastrojejunal 
Ulceration. Brit. J. Surg., 1919, vi, 390. 


The author reports three cases in which this com- 
plication occurred. The first was remarkable on 
account of a rare pathological lesion of the stomach 
in addition to the secondary ulceration which fol- 
lowed a gastro-enterostomy. During operation for 
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chronic appendicitis a red mass was observed in the 
center of the abdomen, extending downward into 
the pelvis. This was very vascular, and began to 
bleed when touched by the finger. Through a mid- 
line incision the mass was removed. It proved to be 
a large soft tumor occupying the greater part of the 
large omentum, and continuous (by a pedicle about 
one-half inch in diameter) with a tumor about the 
size of a walnut in the greater curvature of the 
stomach, The tumor originated in the submucous 
coat, and microscopically was an endothelioma. 
Six years later a second operation was performed 
for relief of obstruction: at the pylorus, following 
the contraction of an ulcer on the upper margin of 
the duodenum, just beyond. the pyloric ring. An 
anterior gastro-enterostomy was performed, using 
a double row of continuous silk sutures. Seven 
months later a third operation was necessary, and an 
ulcer was found on the efferent loop of jejunum, 
just beyond the anastomosis. This ulcer was ad- 
herent to the anterior abdominal wall. When the 
adhesion was divided. the lumen of bowel was opened, 
and presenting through the opening was the 
knot of a silk suture. This was removed, and the 
ulcer infolded. The ulcer perforated about ten 
months later, and was again sutured. Seven weeks 
later the adhesion to the abdominal wall was di- 
vided and the anastomosis undone, the stomach 
opening being closed. The affected portion of je- 
junum was next excised, the ends infolded, and a 
lateral anastomosis made. A _ posterior gastro- 
enterostomy was then established in the ordinary 
way, catgut alone being used for both rows of su- 
tures. The patient made an excellent recovery, and 
at present is still free from symptoms. This case 
gains additional interest from the fact that the 
patient had one of the rare external polypoid tumors 
of the stomach. In this case it originated from the 
submucous coat, and though it was malignant in 
nature, the patient was free from any sign of re- 
currence at the last operation, seven years after its 
removal. 

The situation of the ulcer may be: (1) gastro- 
jejunal, when the ulceration is on the line of anasto- 
mosis; (2) true jejunal ulceration. The latter are 
usually situated on the efferent jejunal loop, with- 
in a short distance of the gastro-enterostomy. 

Two clinical types are met with: (1) the acute 
perforating ulcer, which resembles the acute ulcer 
of the stomach; and (2) the chronic ulcer, which has 
shelving edges, and sets up local peritonitis, the ulcer 
becoming adherent to surrounding structures, and 
in many cases producing a large inflammatory 
swelling. The course taken by these chronic cases 
differs according to the type of the preliminary 
gastro-enterostomy. An external or internal fistula 
may be produced by a process of chronic perfora- 
tion. In the process of healing, or partial healing, 
contraction and stenosis may ensue. By far the 
commonest form of stenosis, however, is that which 
results from gastrojejunal ulceration, which leads 
to narrowing of the stoma. 
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In some cases this may be so extreme as 
to lead to complete obliteration of the stoma, and 
there is no doubt that the cases of narrowing an 
obliteration of the opening which have been re- 
ported after gastro-enterostomy are due to ante- 
cedent ulceration, and not to non-functioning of the 
artificial opening owing to patency of the pylorus, 
as was at one time suggested. 

A correct appreciation of the etiology is necessary 
in order to minimize or avoid this ulceration. The 
incidence of jejunal ulcer.is rather greater in males 
than in females, as is also the case in gastric and 
duodenal ulcers. As regards the type of preliminary 
operation, jejunal ulcer more frequently follows the 
anterior operation than the posterior, especially 
when the anterior has been doneen-Y, or with 
entero-anastomosis. It is significant that no case of 
secondary ulceration has been reported after gastro- 
duodenostomy. 

The exciting, or actual causes. as apart from the 
predisposing, can be dividedinto:(1) physiological; 
(2) errors in technique. In group one, the action of 
the gastric juice on the mucous membrane of the 
anastomosis area, or of the jejunum, almost cer- 
tainly has an effect in all the cases of ulceration, even 
when it is not the sole cause. Hyperacidity un- 
doubtedly increases the liability to ulceration, 
probably by increasing the digestive properties of 
the gastric contents. This digestive action is brought 
into play by one or both of two factors: (a) the in- 
ability of the jejunal mucosa to withstand a digest- 
ive action to which it is unaccustomed; (b) local 
injuries of the mucosa. The inability of the intes- 
tinal mucosa to withstand peptic digestion prob- 
ably increases from the pylorus onward, and this 
would explain the greater frequency of jejunal 
ulceration following the anterior operation. 

Errors in technique play an important part, 
especially in gastrojejunal ulceration. Of prime 
importance is the method of effecting the anasto- 
mosis. Murphy’s button produces a line of necrosis 
which must heal by granulation, giving a favorable 
opportunity for the gastric contents to act. Fur- 
ther, both buttons and bobbins are foreign bodies 
of a hard nature, which can easily injure the mucosa 
away from the suture line, allowing access of the 
gastric juices to the injured tissues. There is a 
gradually increasing body of opinion that it is the 
presence of an unabsorbable suture material such 
as silk or linen which causes secondary ulceration, 
especially of the gastrojejunal type. The harmful 
effects of the unabsorbable continuous suture may 
be produced in various ways. An infected suture 
may produce ulceration on the anastomosis, pri- 
marily of an acute infective character, which later on 
becomes chronic owing to the digestive action of the 
gastric contents. Again, a sterile suture may, as it 
becomes loosened, tear out of the anastomotic ring, 
and produce a lesion which allows the digestive 
action to commence. In either of these two ways 
gastrojejunal ulceration may be set up. True je- 
junal ulcer may also arise as the result of the pres- 
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ence of such a suture. In that case the loosened 
suture is waved about by the passage of stomach 
contents and rubbed against the jejunal mucosa, 
abrading this and leading to ulceration. ‘The pressure 
of clamps has been suggested as a factor in the pro- 
duction of these ulcers, but without evidence, and 
the theory of diminished blood-supply due to arte- 
riosclerosis or to kinking of blood-vessels has no 
evidence to support it. In a few cases an acute 
septic infection is probably present, i. e., where the 
ulcers are multiple. Delayed healing of the anas- 
tomosis and consequent ulceration may sometimes 
be due to injudicious feeding of the patient in the 
early days of the operation. 

The author summarizes his views as follows: 

1. Jejunal ulcer is due to the digestive action of 
non-inactivated or imperfectly inactivated gastric 
contents on a mucosa which is not accustomed to 
withstand gastric digestion. 

2. Such digestive action is more powerful when 
hyperacidity is present. 

3. ‘The lower in the intestine, the more powerful 
is the noxious influence of the gastric contents. 

4. To enable the gastric digestion to come into 
play, some local injury of the mucosa is for the most 
part necessary. In the great majority of cases this 
is produced by the presence of a continuous un- 
absorbable suture, or by the presence of Murphy's 
button or some kind of bobbin. 

5. Ina few instances ulceration may occur as the 
result of the action of gastric contents without the 
help of any local injury. This is supported by the 
fact that jejunal ulcer can appear independently of 
gastro-enterostomy, as described by Schmilinsky. 

The clinical picture varies according to the stage 
of the ulcer and the type of the original gastro- 
enterostomy. Pain is the commonest symptom of 
all, and varies in character. Sometimes it is un- 
doubtedly due to adhesions of the ulcer to the ante- 
rior abdominal wall. Vomiting is not common unless 
obstruction be present. Local tenderness is usually 
present, and as a rule the tender spot is under the 
left upper rectus muscle. A local swelling can usually 
be detected under the left upper rectus muscle in 
cases following anterior gastro-enterostomy. When 
a fistula into the colon becomes established, very 
definite symptoms follow. There is rapid and 
extreme emaciation. diarrhoea of the lienteric type, 
with urgency of defecation. 

The treatment falls under two headings: (1) 
preventive; and (2) curative. The pre- and post- 
operative treatment, and the technique of the pre- 
liminary gastro-enterostomy, are important. The 
anastomosis should always be by suture, and never 
by Murphv’s button or bobbins. The suture mate- 
rial should be absorbable for both layers if a contin- 
uous stitch is employed. In closing the hole in the 
mesocolon after posterior gastro-enterostomy, the 
mesocolon should be sutured to the stomach well 
away from the line of anastomosis. At least a week 
should elapse before solid food is given, in order to 
allow the opening time to heal. Hyperacidity should 


be combatted. As to curative treatment, when 
ulceration has appeared, a preliminary course of 
medical treatment,—rest, dieting, and alkalies,—may 
be tried, but is to be followed by early surgical inter- 
vention when indicated by persistence of symptoms, 
and especially when pain appears. The use of ab- 
sorbable catgut sutures is a matter of prime im- 
portance in any secondary operation. 
E. A. Printy. 


Leveuf, J., and Heuyer, G.: The Indications for 
Czecostomy in the Treatment of Dysentery 
(Les indications de Ja cacostomie dans le traite- 
ment des dysenteries). Rev. de chir., Par., 1918, lv, 
255. 

There are, according to the authors, no definite 
indications for surgical intervention in dysentery. 
They have observed 250 cases; medical treatment 
gave excellent results and the mortality was less 
than 1o per cent. The authors have applied their 
knowledge gained from clinical and postmortem 
observations in the surgical treatment of certain 
cases which otherwise seemed hopeless. By this 
means they were able to save a large number. 

The severe forms of dysentery appear as two 
different clinical types. In both the ulcerations 
of the large intestine are always the starting point 
of the complication. In the acute gangrenous forms 
the gangrenous evolution of the ulcerations threatens 
hemorrhage or perforation. In the chronic cachec- 
tic forms after an acute period the patient is left 
in an adynamic state which rapidly ends_ in 
death. 

The authors report the history of several cases 
illustrating both types. These cases show that there 
are certain acute dysenteries in which medical 
treatment is insufficient. Such cases early show 
the following symptoms: fetid and haemorrhagic 
stools; pain on pressure over all the large intestine; 
a prolonged febrile state. In this class of cases the 
authors have practiced c#costomy, having three 
objects in view: (1) to relieve as far as possible the 
colon which is covered with gangrenous ulcerations; 
(2) to avoid the lesions of the initial part of the large 
intestine, as the authors have found that in dysentery 
the cecum is usually the site of perforation; the 
rest of the colon is usually hypertrophied and its 
walls thickened; (3) the deviation of the faces 
permits the feeding of these patients who have 
rapidly become emaciated and cachectic. An 
appendicostomy would permit intestinal lavage but 
would not rest the ulcerated colon. 

The authors state that in the case of a severe acute 
dysentery, early surgical intervention is necessary 
to prevent fatal haemorrhage and perforation. They 
practice cecostomy on the fifth day after the patient's 
entrance into the hospital. The patient is detinitely 
cured six weeks after operation. The authors found 
the effect of operation so surprising that they state 
if the epidemic had continued, they would have 
immediately operated upon all cases showing 
grave symptoms. 
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In chronic dysentery the authors have also ob- 
served that cases which end in death usually begin 
in a severe form. Cacostomy has given very good 
results in cachectic dysentery, but in the majority 
of cases the result is transient only. The patient 
recovers from the dysentery but dies after some 
weeks from bronchopneumonia or some com- 
plication arising from the cachectic condition. 
From cecostomy a definite recovery may be ex- 
pected without the fear of a relapse or recurrence or 
any sequela such as a liver abscess. 

The authors describe their operative- technique 
in making the cecostomy and intestinal lavage. 
In their earlier patients a general anesthetic (ether) 
was used, but on account of the state of the liver, 
regional anesthesia is preferable and spinal anesthe- 
sia gives good results. Defecation by the anus takes 
place after from ten to fifteen days when the stools 
become normal, lavage is suspended and the fecal 
fistula is closed. W. A. BRENNAN. 


Potherat, E., and Potherat, G.: Hydro-Appendix 
(Hydro-appendix). Bull. et mém. Soc. de chir. de 
Par., 1918, xliv, 1689. 

The appendix reported by the authors was the 
size of a banana, slightly curved at its mesenteric 
insertion. There was a diverticulum at its free 
extremity, so that this end appeared bifid. It was 
filled with free, translucent fluid. The proximal 
end was spheroid in shape, with a small projection 
into the interior of the cecum. To remove the 
appendix it was necessary to resect all the periphery 
of the cecum around the projection, which was 
filled with hardened fecal matter. 

The patient was a woman aged forty-nine. 
The diagnosis had been a malignant ileocecal tumor 
or tuberculous hypertrophy. The hard irregular 
tumor could be felt in the right iliac fossa. It was 
found to consist of the appendix and an accumu- 
lation of hard feces, part of which had passed 
away after purgation before operation. 

W. A. BRENNAN. 


Franco, J. A.: The Diagnosis of Appendicitis by the 
X-Rays (Diagnostico da appendicite pelo raio X). 
Brazil-med., 1918, xxxii, 390. 

The author’s method of diagnosing appendicitis 
consists in insufflation of the large intestine with 
oxygen by the rectal route under direct control of 
the X-rays. Toward this end the author has con- 
structed a special apparatus for the oxygen injec- 
tions by which the quantity can be regulated, and 
the cecal and appendicular maximum pressures 
determined. 

Experience gained from many cases in which this 
method has been used shows that: 

1. In appendiceal inflammations no pain is ex- 
perienced at the beginning of insufflation; but when 
the cecum becomes filled and exerts pressure on the 
appendix, the patient experiences a dull pain which 
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at times becomes acute. On relaxing the intracecal 
pressure the pain ceases. The manometer attached 
to the apparatus registers the pressure. 

2. In colitis from the beginning of the insufflation 
vague pains are felt all over the abdomen. The 
appendix is however quiescent. 

3. In ptosis of the transverse colon, at the com- 
mencement of insufflation pain is felt in the colic 
angles; this pain sometimes yields on complete 
intestinal insufflation; but it persists when there 
are adhesions, Lane’s kinks, tumors, etc. 

4. In insufficiency of the ileocecal valve, on filling 
the ileum there is absence of any pain and the 
manometer does not register a stable pressure. 

The author claims that the oxygen insufflation 
method has many advantages. It can be applied 
to patients of all ages. The only previous prepara- 
tion is a cleansing enterolysis; the employment of 
bismuth or other preparations is unnecessary. 

This method the author considers simple, rapid, 
and definite. He has been using it for the past three 
years and has never had any complications, either 
immediate or remote. W. A. BRENNAN. 


Nassetti, F.: Supraczecal Stenosis Due to Abnor- 
mal Conditions of the Appendix (Stenosi soprace- 
cale da anormali condizioni anatomiche dell’ 
appendice). Policlin., Roma, 1919, xxvi, sez. chir. 
2I. 


An abnormally long appendix may twist or knot 
about a loop of intestine, causing obstruction. The 
small intestine is usually involved. In a case treated 
by Nassetti the appendix was 21 cm. long; the 
normal length in an adult is from 6 to 9 cm. The 
longest appendix recorded in literature was 33 cm. 
long. In the author’s case the appendix, of the 
ascending type, formed an incompletely stricturing 
band around the intestine between the cecum and 
colon. 

The syndrome presented by this patient was 
similar to that observed in typical cases of supracecal 
stenosis by a pericolic membrane. 

Operation showed the small intestine and the trans- 
verse and descending colon normal. The caecum wasin 
normal position but fixed and strongly distended, 
although free from adhesions. The appendix was 
normally located but united with the cecum, wind- 
ing about it upward, then laterally, and finally becom- 
ing lost in the deepest point of the ileocwecal fold. The 
appendix was ligated and séctioned at its base. 
After much difficulty it was traced for its whole 
length and freed. Incomplete intestinal stenosis 
had occurred about 8 cm. from the lower extremity 
of the caecum, where it was enveloped by the appen- 
dix. When completely freed, the appendix was 
similar in appearance to an ascaris lumbricoides. 
Microscopically it was observed to be fibrous toward 
its distal part. The patient made an uneventful 
recovery. 

The author discusses similar cases in literature 
and compares his own case. W. A. BRENNAN. 
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Brun, G.: The Painful Point in Acute Appendicitis 
(Le point douloureux lombaire inférieur droit dans 
les crises d’appendicite aigués). Presse méd., Par., 
191Q, XXVli, 23. 

The author points out that there has been a 
tendency to regard pain at McBurney’s point 
merely as a contributing factor in the diagnosis of 
appendicitis; that it proves nothing, and is absent 
in many of the well defined cases of appendicitis. 
The author does not agree with this view. In a 
great many cases the painful point can be found 
further back in the right lower lumbar region and 
in such cases operation shows that it is retrocecal 
appendicitis. 

A painful point in the lower right lumbar region, 
together with contraction of the muscles of the 
posterior wall, is frequent and its diagnostic value 
is unquestionable. Retrocecal appendicitis has 
been shown to be frequent. Anatomists claim a 
retrocecal position of the appendix occurs in 13 
to 16 per cent of cases, but operators raise this figure 
to 30 or 4o per cent. This frequency of retrocecal 
appendicitis demands a systematic search for the 
lower lumbar painful point whenever appendicitis 
is suspected. 

The author has found this painful point in the 
lower right lumbar region in 30 per cent of his 
patients. It is found above the right iliac crest in 
the middle part, with a maximum intensity at the 
external.angle of Petit’s triangle, and is sometimes 
accompanied by contracture of the muscles of the 
posterior wall. Diagnostically this sign will reveal 
a retrocecal appendicitis which may pass unper- 
ceived on examination of the right iliac fossa alone; 
it will also enable the surgeon to decide upon the 
required incision. W. A. BRENNAN. 


Drueck, C. J.: Examination of the Rectum and 
Anus. Mississippi Valley M. J., 1919, xxvi, 4. 


Many practitioners make only a cursory examiina- 
tion of patients suffering from rectal disorders. 
Before one can diagnose disturbances within the 
pelvis, he must not only inspect and palpate the 
exterior surfaces, but must also explore its hollow 
cavities. A thorough examination of the rectum 
not merely considers the coats of the last few inches 
of the alimentary tract, but the digital exploration 
determines the condition of all of the organs and 
structures within the true pelvis. Rectal diseases 
are always progressive, and an early diagnosis may 
mean a slight operation with perhaps no absence 
from business, while later the condition may be so 
aggravated as to confine the patient to his bed for 
weeks or months. 

The symptoms of rectal abnormalities sometimes 
draw the patient’s attention at once to this particu- 
lar organ but in other instances the symptoms may 
be so obscure that reflex disturbance elsewhere is first 
complained of. While the symptoms may refer in 
general to this part of the body, they by no means 
indicate the specific disease. 

Pain must be qualified, i. e., fullness of the rectum 
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suggests hemorrhoids; after defecation it indi- 
cates an ulcer at the anus; throbbing pain indi- 
cates abscess; aching pain indicates fistula. 

Dischatges of blood, pus, or mucus are not con- 
sidered. Blood dripping indicates a venous hemor- 
rhoid. Blood after bowel movement suggests an 
ulcer or fistula. Blood with pus, mucus, and 
tenesmus suggests ulceration and stricture. 

Protrusion may be one or more of several things; 
it may indicate hemorrhoids, polypus, prolapse of 
the rectal wall, papilla, villous tumor, or cancer. 

Any tender or indurated areas are mapped out, 
or an abscess outlined, fistulous tracts followed up, 
a fissure located, a tumor of the lower rectum felt, 
or a hypersensitive sphincter determined. Fully 
80 per cent of all rectal disorders may be recognized 
with the finger. 

The technique is described in detail. The author 
prefers the Sims position, noting the amount of 
adipose tissue and shape of the anus, color of the 
integument, evidence of abrasions, scratches, 
pediculi or worms, scars, or the external opening of 
a fistula. The sphincters are examined to determine 
whether they are relaxed or abnormally contracted. 

Instrumental examination corroborates the digital 
findings and aids in the diagnosis where the finger 
fails, but it by no means supersedes the latter. No 
single instrument suits all kinds of work. Different 
types of specula are considered and their respective 
fields described. 


LIVER, PANCREAS, AND SPLEEN 


Soubeyran: Treatment of Liver Wounds; Report 
of 26 Cases (Traitement des blessures du foie; 26 
observations). Rev. de chir., Par., 1918, lv, 235. 


In his war service Soubeyran has treated 26 
cases of liver injury. Twenty of these immediately 
operated upon gave 11 recoveries and 9 deaths; in 6 
cases of abstention there were 3 recoveries and 3 
deaths. Of the non-operated cases 2 showed no grave 
symptoms and both recovered. Most of the injuries 
were shell wounds. In 10 a piece of projectile re- 
mained in the liver and 7 of these recovered. The 
entry orifice was thoracic in 17 (10 recoveries) and 
abdominal or lumbar in 9 (4 recoveries). In 7 cases 
the liver alone was injured. In the other cases dif- 
ferent viscera were involved. 

There are four types of hepatic lesions: (1) setons; 
(2) tears and tangential ripping; (3) simple pene- 
tration or blind tunnels; (4) ruptures. Of the last 
type there were 4, all of which were fatal. Severe 
hemorrhage was observed in 13 cases. The author 
finds that the severity of a hemorrhage does not 
depend on the extent of the tear. Even in suturing, 
the puncture made by the needle may cause a flow 
of blood which it is difficult to stop if an important 
vessel is met with. Flow of bile to the exterior has 
not been observed. Shock was noted in 7 cases. 

In the 20 immediately operated cases, the thoracic 
route was adopted in 7 (5 recoveries and 2 deaths); 
the abdominal route in 13 (6 recoveries and 7 deaths). 
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Suture was done in 1o cases, with 6 recoveries and 
4 deaths. Several of these were desperate cases. 
In 1 case alone icterus was seen four days after ab- 
stention. In addition to the 4 extensive rupture 
cases, the biliary passages were found injured in 2 
cases. In all these cases death resulted. 

Soubeyran thinks that there are two important 
points in the clinical history of liver wounds: (1) 
hemorrhage; (2) associated lesions. Besides the 
usual symptoms of an internal hemorrhage, there 
are two important signs: (1) painful contraction of 
the abdominal wall in front of the liver with sensi- 
tiveness of the region on slight palpation, this pain 
being also found on pressurc upon the prehepatic 
intercostal spaces; (2) vivid and spontaneous pain 
with dyspnoea, especially when the projectile has 
traversed the pleura and perforates the diaphragm. 

Operation is indicated if there are signs of severe 
hemorrhage, especially if this can be identified in the 
hilum region; also if another visceral injury is sus- 
pected. Radiology and examination of the pro- 
jectile track will aid here. 

Abstention is indicated if hemorrhage is slight or 
absent; also if there is radiologic evidence that the 
projectile is small and lodged in the hepatic tissue 
without showing immediate complications. A 
shocked patient should not be operated upon. 

The route of approach to the liver may be anterior 
or posterolateral. For the first a median or lateral 
laparotomy, a right subcostal oblique incision, an 
oblique incision with costal resection, or some com- 
bination of these can be used. For the posterolateral 
route the transpleuro-diaphragmatic route with 
costal resection is available. The method selected 
will depend on the orifice of entry and the route of 
the projectile. The transthoracic anterolateral or 
posterior method will be used for a blind wound, the 
entry orifice of which is situated in an intercostal 
space or on a rib apparently in the hepatic zone. By 
the abdominal route, lesions of the inferior face, of 
the anterior border, and of the convex face in its 
anterior portion can be explored. The transpleuro- 
diaphragmatic route with enlargement of the dia- 
phragm perforation exposes the posterosuperior 
part of the liver. 

In treatment, small wounds are simply sutured. 
A deep tunnel wound should be drained with a mesh 
or gauze, as a hematoma may form. Large wounds 
in the liver should be closed by simple or U-sutures, 
which should not be tightly drawn. Ifthe edges are 
contused and uneven and appear infected, a tampon 
should be added; in the case of extensive destruction 
arapid tamponade should be made with resection after 
ligature of the torn parts. When there are concomi- 
tant bile passage lesions, a cholecystectomy is 
usually called for unless the lesion is merely a slight 
perforation which can be sutured. 

The immediate removal of retained projectiles is 
desirable, but the operation should not be prolonged 
in searching for them if not easily located. The 
hepatic tissue is very tolerant of foreign bodies and 
is capable of defending itself against their septicity. 


In any case they can be removed later and under 
better conditions. 
The author gives clinical histories of his 26 cases. 
W. A. BRENNAN. 


Smithies, F.: Primary Carcinoma of the Gall+ 
Bladder; an Analysis of 23 Proved Instances of 
the Disease. Am. J. M. Sc., 1919, clvii, 67. 


In a series of 1,000 cases of operatively and patho- 
logically demonstrated instances of gall-bladder 
disease reviewed by Smithies, there were 31 cases 
of malignancy. The neoplasm was primary in 23 
instances; in the other 8 cases the gall-bladder was 
secondarily invaded by extension from adjacent 
viscera. There occurred no instance of primary 
neoplasm of the bile-ducts. This rate of incidence 
is more than four times that of primary malignancy 
of the appendix and is fifth in frequency for neo- 
plasms involving the organs concerned in digestion. 
The order is as follows: (1) stomach; (2) colon and 
cecum; (3) rectum; (4) oesophagus; (5) gall- 
bladder; (6) liver; (7) appendix. 

A clinical analysis of these cases was made as 
follows: 16 cases were in males and 7 in females, 
notwithstanding the fact that gall-stones are about 
three times more common in females than males 
and are usually thought to have an influence on 
gall-bladder malignancy. The average age was 
fifty-nine years. In males the minimum age was 
forty-four and the maximum seventy-six (average 
57-9 years). In females the minimum was fifty-six 
and maximum seventy-two (average 62.2 years). 
In only one case could the history of heredity be 
elicited. The duration of symptoms could usually 
be divided into two time phases: (a) a clinical form, 
not that commonly considered malignant; and (b) 
a terminal complaint frequently evidencing such 
serious local and constitutional disturbances as to 
render a suspicion of some malignant process highly 
probable. In this series 16 cases (69 per cent) had 
a previously harmless type of gall-bladder dyspepsia. 
This was commonly intermittently manifested and 
extended in the average case 9.6 years (minimum 3 
years, maximum 36 years). The terminal phase was 
one of continuous malfunction whose duration 
averaged 10.3 months (minimum 5 weeks, maximum 
3 years). Of the 7 cases in which the affection had 
been obstinate and progressive since its inception, 
the duration averaged 3.4 months (minimum 6 
weeks, maximum 6 months). 

Seventeen cases gave an early history of dyspepsia 
as commonly associated with catarrhal cholecystitis 
or cholelithiasis. Not rarely did these attacks bear 
definite relationship to an acute infectious disease 
(12 typhoid; 3 pneumonia; 1 malaria). Anorexia 
occurred in 14 patients and the food desire lessened 
in 5. Four cases showed no abnormality. 

The average weight loss was 28 pounds; the 
minimum was 15, and the maximum 60 pounds, 
Eleven cases showed distressing constipation; 
there were 4 cases of normal frequency; 8 cases of 
diarrhoea. Nocturnal diarrhoea seemed an impor- 
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tant symptom and especially noticeable when the 
gall-bladder malignancy has invaded the pancreas. 
Fifteen cases showed stools indicating interference 
with the bile flow. Nine of these were definitely 
acholic. Eleven cases showed bile pigment in the 
urine. Jaundice was manifested in 14 patients. 
Of these, 7 showed itching of the skin or distressing 
anal pruritus. 

Rise of temperature occurred in 5 patients, the 
maximum 102.3°. 

Some degree of abdominal discomfort was ex- 
perienced in 21 cases, severe pain in 16 cases, and 
sharp prostrating colic-like attacks requiring opiates 
in 5 instances. The distress was continuous in 14 
cases and intermittent in 7. Eleven patients had 
general epigastric pain; in 5 cases discomfort was 
in the right upper abdominal quadrant; in one case 
each at the right costal arch, region of the navel, 
and xiphoid. In 2 instances there was generalized 
pain in the liver region. There was persistent re- 
ferred pain in 14 cases. The order of frequency of 
transmission was the right back, right shoulder, the 
tenth to twelfth dorsal vertebra, and the mid- 
epigastrium. Maximum distress was felt shortly 
after taking food, sudden changes of position, or 
after jolting or jarring. 

Abdominal tenderness occurred in 22 cases and 
was usually in the right upper quadrant or in the 
epigastrium. 

Abdominal tumor occurred in 17 cases and was 
commonly in the right upper abdomen. The con- 
sistency was commonly firm, though in 3 instances 
there was a cystic feel with a suggestion of fluctu- 
ation. ‘Thesurface was rough or nodular in 9 cases. 
There was movement on respiration or change of 
position in 4 instances. Tenderness over the tumor 
was noted in 12 patients. 

Enlargement of the liver occurred in 11 cases; 
consistency was usually firm. Ascites was demon- 
strated in 3 patients before laparotomy. In 2 other 
cases free abdominal transudate was discovered at 
operation. Seventeen patients reported belching 
and nausea, and eighteen vomiting. 

The data on test meals was available in 12 cases. 
Persistent twelve-hour retention occurred in 5 
cases; average free HCl was 21. There were 6 in- 
stances of achlorhydria. The average total acidity 
was 30.1. Chemical test for blood was positive for 
6 patients. Lactic acid occurred in 5 cases. Mi- 
croscopically yeast was in excess in 5 cases. 

Operative findings showed a neoplasm in the 
fundus or body of the gall-bladder in 4 cases. The 
other 17 cases showed involvement of the whole 
gall-bladder with invasion of adjacent organs. 
Histologically the lesion was constantly carcinoma 
of the columnar or spheroidal cell type. Gall- 
stones occurred in 16 cases. Adjacent viscera were 
involved as follows: in 11 cases, lymph-nodes; in 
8 cases the liver; in 6 cases the pancreas; in 2 cases 
the stomach; in one case each the omentum, 
hepatic flexure of the colon, and retroperitoneal 
lymph tissue. I. W. Bacu. 
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Jacobson, J. H.: The Prevention of the Recurrence 
of Symptoms Following Operations for Gall- 
Stones. Am. J. Obst., N. Y., 1919, Ixxix, 32. 


Recurrence of symptoms following gall-stone 
operations is more frequent, than is generally sup- 
posed to be the case. 

Reformation of stones after cholecystotomy 
occurs from retention of infected contents rather 
than from leaving gall-stones behind at the primary 
operation. 

Routine gall-stone operations should be made 
more thorough and complete by the use of adequate 
incisions, by cholecystectomy, and by accurate 
exploration of the ducts. 

When the common duct shows marked dilatation 
it should be opened and explored and special atten- 
tion should be given to the terminal portion of the 
duct for the detection of calculi and constrictions. 
The detached gall-bladder from its bed on the liver 
acts as a tractor, and aids in making the exploration 
of the ducts complete. Epwarp L. CorNELL. 


Crespo, J. P. R.: Indications for Biliary Surgery 
in Cholelithiasis and Its Complications (In- 
dicaciones de la cirugia biliar en la colelitiasis y 
sus complicaciones). Prog. de los clin., Madrid, 1918, 
vi, 346. 

Crespo reviews biliary surgery in Spain and says 
that it is rather neglected at present. He thinks that 
the greatest number of recoveries are due to surgical 
intervention. There should be an early diagnosis of 
biliary diseases, and all cases which progress satis- 
factorily under medical treatment should not be 
operated upon; but when cases treated medically 
do not fulfil the three conditions laid down by Kehr 
as necessary to ensure recovery, operation must be 
done. 

The social condition of the patient is an important 
condition in deciding upon operation. Calculi 
which may be well tolerated in a life of ease may not 
be tolerated in a patient who performs ordinary 
hard work. The earlier the operation, the better 
the results and the greater the chances of avoiding 
infection. Except in cases of urgency, operation 
should be done ina non-febrile period. Cholecys- 
tectomy gives the best results, with drainage of the 
bile passages whenever it can be done. In hysterical 
and neurotic patients there is the danger of false 
recurrence after operation. W. A. BRENNAN. 


Giffin, H. Z.: Splenectomy Following Radium 
Treatment for Myelocytic Leukemia. Med. 
Rec., 1918, cxiv, 1020. 


The operative mortality of cases reported in the 
literature of splenectomy for myelocytic leukemia 
has been extremely high (85 per cent). The remark- 
able remissions, brought about by radium exposures 
over the spleen alone in the series of cases reported 
from the Mayo Clinic encouraged the trial of 
splenectomy in certain cases at a time when the 
spleen is relatively small and the general condition 
of the patient good. 
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The spleen was removed in 18 instances after it 
had been reduced by radium. One patient died, an 
operative mortality of 5 per cent. Nineteen of the 
twenty patients were operated upon during the last 
twenty months. Nine have since died; ten are 
living, most of them in very good condition. The 
total duration of the disease in eight of nine patients 
who have died was two years or more. The total 
duration of disease in six of the ten patients who are 
living is less than two years. It is fair to assume 
that the duration of disease bears the only definite 
relationship to the length of life after splenectomy. 
There is no definite variation from the life expectancy 
for the disease. Six of seven patients operated upon 
within the first six months of onset are living, but no 
conclusions can as yet be drawn from this fact. 
Four patients with a chronic type of the disease 
showed a total duration of the disease of from six to 
ten years. 

It may be concluded that in certain chronic types 
of fibrous spleen and low leucocyte count, splenec- 
tomy after proper reduction of the spleen may be 
warranted from the standpoint of the patient’s 
comfort. In the author’s opinion a review of the 
series at this time reveals no reason to believe that 
the duration of the disease is altered in any definite 
way by splenectomy. 


MISCELLANEOUS 


Araya, R.: The Necessity for Complete Examina- 
tion in Laparotomy (Necesidad de practicar un ex- 
amencompleto en los laparotomizados y de tratar 
quirur gicamente todas las lesiones coexistentes o 
consecutivas). Rev. méd. d. Rosario, 1918, viii, 473. 


Among 830 cases of abdominal disease treated by 
the author, 312 were found to involve either the 
uterus or its adnexe, or both. Of the remaining 
cases, in 114 an appendicitis was combined with an 
utero-adnexal lesion; appendicitis combined with an 
utero-ovarian lesion in 48 cases; appendicitis com- 
bined with renal ptosis in 17 cases; renal ptosis 
combined with utero-ovarian lesions in 21 cases; 
hernix and eventrations combined with other lesions 
such as ovarian cyst, appendicitis, etc., in 30 cases; 
other miscellaneous concomitant abdominal lesions 
in 31 Cases. : 

The author believes that it is a common occur- 
rence to find a combination of lesions within the 
abdomen, and that this fact should be taken into 
account in order that the final results of an abdom- 
inal operation may be favorable. 

There is a greater tendency in the abdomen than 
elsewhere in the body toward the co-existence of 
organic diseases, and the symptoms arising from 
this coincidence of diseases is frequently the cause 
of grave diagnostic errors. A complete and minute 
clinical examination is not of itself sufficient to form 
an accurate diagnosis; in addition, after opening the 
abdomen, a rapid survey of all the viscera should be 
made in order to confirm, amplify, or disprove the 
pre-operative diagnosis. The manipulations involved 
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in such an examination in the hands of a skilful 
surgeon are not dangerous for the patient nor contra- 
indicated except in prohibitive conditions. Such an 
examination indicates the benefit to be expected 
from operation; and is moreover the best guarantee 
to the patient that surgical treatment has been com- 
lete. 

. When other lesions are found in addition to those 
diagnosed, they can be dealt with at the same time 
or later if the patient’s condition does not permit it 
at the time. : W. A. BRENNAN. 


Mayo, W. J.: Acute Perforations of the Abdominal 
Viscera. Surg., Gynec. & Obst., 1919, xxviii, 28. 


Knowledge of acute perforations of the abdominal 
viscera had its origin largely in perforative appen- 
dicitis, although the first perforations studied were 
those of the stomach. To the late Reginald Fitz, of 
Boston, is due the earliest organized knowledge of 
three most important surgical conditions: the 
relation of appendicitis to general septic peritonitis, 
of perforations of the pancreas to fat necrosis, and 
of the diverticulum of Meckel, its infections and 
perforations. 

The slow process of developing a living pathology 
was taken up by the surgeon, and little by little the 
ravages of the fatal septic peritonitis were separated 
from the cause. The profession began to see that not 
all perforations ended fatally and that many factors 
came into play which might permit of spontaneous 
recovery from any particular perforation. These 
factors concerned the quantity and virulence of the 
leakage from the perforating organ, the general 
resistance of the patient, and the local anatomic 
situation of the perforation with relation to the 
prospects of limiting by adhesions the spread of the 
contamination and resulting peritonitis. Especially 
those mechanical factors which prevent contamina- 
tion of the small intestine with its peristalsis, re- 
ceived merited attention. The dictum that “cathar- 
tics kill the patient with acute perforations’ was 
generally accepted. 

It can no longer be said that operation for 
perforation is done when a laparotomy is performed 
from the third to the sixth day of a generalized 
peritonitis. An operation, however, may be wise in 
order to remove a still active primary focus or 
secondary deposits of virulent infection, in the hope 
of limiting the spread of the disease. Acute per- 
forations of the abdominal viscera, then, so far as 
the peritoneum is concerned, may be divided into 
three stages: (1) the stage of contamination, shown 
by more or less shock and localized pain and tender- 
ness. This is followed by (2) the stage of reaction; 
it might be called the fatal stage of reaction, because 
so large a majority of patients with acute perfor- 
ations slip by the stage of contamination in which 
they could have been safely operated upon into (3) 
the stage of general peritonitis. 

There is a relationship between acute perforations 
of the gall-bladder into the free peritoneal cavity 
and acute perforative appendicitis. The author has 
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seen a number of simultaneous perforations of the 
gall-bladder and appendix. 

Perforations of the gall-bladder into the free 
peritoneal cavity should and would give the best 
results of any were it not for the fact that the patient 
has usually had previous attacks of cholecystitis 
and believes the present attack is similar to- those 
that he has had before. Early operation, therefore, 
in such acute perforations of the gall-bladder is 
less liable to be insisted on, and the patient dies, 
not because of the acuteness or character of the 
infection, but because of the lateness with which 
operative procedure is carried out. 

The association between diseases of the gall- 
bladder and biliary tract and the pancreas is shown 
by the fact that 90 per cent or more of all the patients 
having acute and chronic diseases of the pancreas 
operated upon have had infected gall-bladders and, 
usually, gall-stones. To all intents and purposes 
acute fat necrosis and hemorrhagic pancreatitis are 
the results of perforation of the pancreas and the 
escape of its secretions. 

The danger of the acute processes of the pancreas, 
which may be spoken of pictorially as acute perfor- 
ations, depend almost entirely on whether or not 
infection co-exists. ‘The author has seen aseptic fat 
necrosis from acute and subacute pancreatitis in 
every phase from the earliest, with free peritoneal 
fluid and most wide-spread fat necrosis, through all 
the stages to spontaneous recovery, which is a not 
infrequent termination. This is also true of the 
pancreatic apoplexies which cause hemorrhagic 
cysts. He has seen a considerable number of aseptic, 
localized collections of blood in and about the pan- 
creas, residue following acute pancreatitis progress- 
ing to recovery. 

Perforations of the duodenum into the free abdom- 
inal cavity are common, but fortunately the duodenal 
content is more or less sterile, small in quantity, and 
has a tendency to gravitate into the region of+the 
appendix. For this reason the pre-operative di- 
agnosis is often appendicitis, and a high percentage 
of patients make a spontaneous recovery from that 
particular attack. 

Perforations of the stomach are much less favora- 
bly situated than ulcers of the duodenum in relation 
to the prospects that the spread of contamination 
will be quickly limited by neighboring structures. 
The stomach often has a considerable quantity of 
contents, at the time of perforation in a more or less 
septic condition as contrasted with the rather 
sterile duodenum, so that there is a greater pro- 
spect of an escape of a large amount of septic 
material into the area of the small intestine instead 
of gravitating down through Morison’s space in front 
of the right kidney to the iliac fossa. 

The author summarizes as follows: 

1. It may be said that a considerable percentage 
of free perforations are spontaneously closed, and 


that the area of peritonitis is limited through natural, 


processes; the death-rate is possibly about 30 per 
cent, but the 70 per cent of patients who may 
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recover spontaneously from the attack are not cured. 

2. An exploration through a longitudinal incision 
just to the right of the midline gives the surgeon an 
opportunity to make a careful exploration and to 
deal with any or all varieties of perforation. 

3. Early operation, that is, within the first 
eight hours, barring accident, means recovery, 
because the stage of contamination has not yet 
passed on to infective peritonitis, and measures may 
still be taken for the permanent cure of the condition 
which leads to the perforation. 

4. Chronic conditions usually precede perforation 
and give ample warning of their presence before it 
takes place. While this is accepted, so far as the 
appendix is concerned, it has not been so generally 
recognized that gall-stones are foreign bodies which 
need only infection to lead to the most wide-spread 
peritonitis, cholangeitis, biliary cirrhosis, and pan- 
creatitis. 

5. Chronic ulcers of the stomach and duodenum, 
after a reasonable attempt has been made at medical 
cure, should be looked on as surgical maladies. 


Maisonnet and Couland: Remarks on the Treat- 
ment of Abdominal Wounds at the Front 
(Remarques sur le traitement des blessés de l’ab- 
domen dans une formation de’ premiére ligne). 
Bull. et mém. Soc. de chir. de Par., 1918, xliv, 1867. 


The authors treated 110 cases of abdominal 
wounds; 33 were deemed inoperable on account of 
the patient’s condition; 42 were not operated upon 
for other reasons; 17 were operated upon in a des- 
perate condition; and 18 were operated upon in an 
almost normal condition. The 17 extreme cases 
should not be included in comparative statistics 
because there was only a slight chance of success. 
Of the 18 operated upon under normal conditions, 9 
recovered. Two of the deaths in this series were due 
to pneumonia and autopsy showed that the opera- 
tion was in no way responsible. 

In 42 cases operation was not done owing to the 
late arrival of the patient or because his general 
state and the injury did not appear urgent. In these 
42 cases there were 15 deaths. Twenty-five of the 
non-operated were studied with regard to arterial 
tension, morning and evening. The results were of 
practical interest. When death occurred from pro- 
gressive peritonitis developing in two or three days, 
a relatively high tension was observed. 

As regards shock in abdominal cases, the authors 
did not observe any evidence of true shock. In 
their opinion the so-called shocked cases were either 
hemorrhagic or infected. About 50 arrived in a very 
bad condition, and in nine-tenths of these cases 
operation or autopsy revealed intraperitoneal 
hemorrhage. What is called abdominal shock is 
only superacute anemia or peritoneal infection. 

The authors believe that the question of operation 
or abstention in the case of abdominal injuries can- 
not be solved by a study of statistics. They operate 
when the individual case seems to indicate it. 

W. A. BRENNAN. 
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SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS, CONDITIONS COMMONLY 
FOUND IN THE EXTREMITIES 


De Gaulejac, H., and Nathan, M.: Gunshot 
Wounds of the Spongy Bone Tissue (Les 
lésions de l’os spongieux par projectiles de guerre). 
Rev. de chir., Par., 1918, lv, 341. 


The authors state that lesions of the spongy bone 
tissue have received little attention in the literature 
of war fractures. Of 1,400 wounded recently 
treated in their ambulance service, apart from epi- 
physeal fractures and articular lesions, they found 
114 cases of simple wounds of the spongy tissue. Of 
these 27 were discovered only because of later com- 
plications which they set up. There have been 
several cases of severe septicemia in this series and 
some deaths. The gravity of these lesions is fre- 
quently overlooked at the evacuation stations. 

The authors discuss the pathology and point out 
the damage done by a projectile which penetrates 
or plows along the bone. These damages can only 
be observed after wide excision and the turning back 
of the periosteum. This is necessary in the treat- 
ment of all penetrating projectile wounds. Exam- 
ination shows that a projectile causes disruption of 
the osseous tissues as in the soft parts. The fragile 
structure of the spongy tissue explains the extent 
and gravity of these lesions, which soon give rise to 
hematomata. These injuries are contusions in the 
same sense as those of the soft parts. They differ 
only in the primarily massive character of the necro- 
biotic lesions which form favorable culture media for 
microbes. 

In this type of lesion, important both because of 
its extent and primary septicity, there is very often 
a long period of latency. The slow evolution of 
these deep infections can be appreciated only after 
careful study and observation. 

The prognosis is grave. Apart from local mani- 
festations, of which arthritis is the commonest, 
there are general complications which may become 
chronic. 

As regards surgical treatment; experience has 
shown that periosteal decortication and wide exci- 
sion of tissues is the only way to ensure healthy 
primary reunion. W. A. BRENNAN. 


Epstein, J.: Perodactylism, Syndactylism, and 
Cleft Extremities in a Child. N.Y. M.J., 1919, 
cix, 153. 

Epstein reports the case of a nine-year-old boy 
whose history and family history were absolutely 
negative as regards constitutional disease and family 
deformities. 

The middle finger of the right hand was absent. 
There was union of the other fingers on each side, 
thus dividing the hand into two parts, with a wide 


cleft between. One toe of the right foot was lacking, 
the outer three toes being united. On the left foot 
there was an absence of two toes, the outer two being 
united. Both were cleft. One testicle was unde- 
scended. The Wassermann reaction was doubtful. 
The neurological examination showed nothing abnor- 
mal. There was normal intelligence; but he was 
very restless, could not sit still, and when not 
observed, talked to himself and indulged in all kinds 
of grins and grimaces. He was much below his 
grade in school and was frequently expelled for 
vicious attacks on his schoolmates. 

Maternal impressions had no bearing on this case, 
as during the entire pregnancy the mother stated 
that in order to have a perfect baby she carefully 
avoided looking at anything abnormal or unusual 
and spent the period in almost complete seclusion. 

The article is accompanied by radiographs which 
show the condition present. J. J. Kurnanper. 


Merrill, W. J.: Tarsal Torsion in Weight Bearing. 
J. Orthop. Surg., 1919, i, 33. 

The arrangement of the bones and soft parts of 
the foot is analogous to the principles of a suspen- 
sion span, the sustaining cables being the extrinsic 
muscles chiefly, and to a lesser degree the intrinsic 
muscle. Thus the arch of the foot is flexible and 
slightly elastic, due to the action of the muscles and 
ligaments. In the correction of static defects, the 
attention should be directed chiefly to the soft 
parts. The physiological and mechanical integrity 
of the foot is altered or preserved proportionately 
as the forces are applied to it, in the normal direc- 
tion of weight-bearing force, or in planes deviating 
from the normal. Therefore the importance of al- 
teration in the normal static relationship of legs, 
thigh, and pelvis must be reckoned with. 

Normally the curve of the longitudinal arch is 
in a vertical plane. When pronation or flattening 
or both takes place, the supporting power is dimin- 
ished proportionately as the deviation. Increased 
strain is imparted to the sustaining soft parts. As 
the midtarsus and the proximal heads of the meta- 
tarsal bones are displaced mesially, inward rotation 
of the first four metatarsal bones takes place, im- 
parting a torsion stress to the metatarsal bones and 
the midtarsus, and adds abnormal strain to the 
supporting ligaments. Pain varies proportionately 
as the dezree of stress and the continuance of the 
extreme movement. Pain due to torsion of the 
tarsus is localized at the point of greatest stress and 
may be referred forward, and may be continuous 
or periodical. The pain may set up muscle spasm 
of a severe degree. Inward torsion accompanies 
weak flaccid feet. 

Outward torsion is found in feet more or less 
contracted. The torsion mechanism is the reverse 
of that of flaccid foot. The arch is increased; the 
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posterior muscles, especially the posterior tibial, 
are spastically contracted with such force as to cause 
displacement of the os calcis upward on the cuboid. 
Spasm of the long flexors of the toes adds another 
factor in outward torsion of the foot. Clinically the 
flaccid foot is more common than the contracted 
type. 

The treatment consists first of removing the con- 
stitutional predisposing factors, and secondly, in 
improving the affected structures with the use of 
mechanical devices. Malposition in weight bearing, 
improper shoes, inflammatory conditions of the 
joint structures, integument, muscles, etc., must be 
corrected. Muscle tone must be improved by exer- 
cise, massage, and local applications. Static defects 
must be corrected. The habit of “toeing straight” 
or slightly inward throws the weight to the outer 
side of the foot, diminishing the strain on the inner 
and weaker side of the foot. 

As regard arch supports, a slightly flexible and 
elastic support acts more harmoniously than a rigid 
one. Extreme pronation must be corrected. A 
device in the shoe and not firmly fixed to it furnishes 
a wobbly support. The shoe must have a closely 
fitting heel with a stiff counter; a pliable upper which 
is roomy. The top when laced should not constrict 
the ankle or hamper movement. The vamp seam 
should not be placed anterior to the heads of the 
metatarsals. A wedge, base inward, is placed under 
the heel. The shank should have a mild spring 
temper and be thick enough to sustain weight. The 
normal position of the ball of the foot is parallel 
with the ground and should remain there. 

J. J. KURLANDER. 


FRACTURES AND DISLOCATIONS 


Mayer, L.: Infected Gunshot Injuries of the Hip. 
J. Orthop. Surg., 1919, i, 7. 


In the first case there was a through-and-through 
wound caused by a shell fragment which entered 
the inner aspect of the right thigh just below the 
hip and emerged posteriorly. There was retention 
of pus in the wound, the patient being septic, with 
temperature ranging from ror® to 10244.° There 
was no tenderness over the head of the femur. 
X-ray showed the ramus of the ischium to be shat- 
tered, there being no evidence of involvement of the 
hip-joint. 

The wounds were enlarged; splinters of bone and 
bits of clothing were removed and drainage was free. 
Despite free drainage, the temperature did not drop. 
A probe entered a pocket of pus in the region of the 
hip-joint, which was then drained. ‘The fever 
dropped and for the next three days the patient 
seemed better. On the fourth day, the temperature 
again rose, though there was no retention of pus. 
Gradually a diffuse swelling of the thigh beneath 
the tensor fascia femoris suggested another abscess 
formation, which was opened. The abscess extended 
half-way down to the knee. The abscess was opened 
its entire length. 
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Despite all these openings with free drainage, the 
temperature showed an evening rise of 103.° The 
patient was septic and very weak; hemoglobin 45. 
A few days later there was tenderness and slight 
swelling over the head of the femur, which made the 
diagnosis of purulent coxitis highly probable. Dis- 
articulation or excision was decided upon as pro- 
ductive of less shock. 

After a preliminary transfusion of blood by which 
the hemoglobin was raised to 65, the hip was opened 
by a posterior Langenbeck incision. The head of 
the bone was bare of cartilage, the ligamentum teres 
necrotic. The bone looked worm-eaten. The entire 
part of the femur above the minor trochanter was 
removed. Pressure against the acetabulum caused 
pus to ooze out, and a general osteomyelitis was 
discovered of considerable extent. The entire area 
of bone was removed with a gouge. The thigh was 
abducted 20 degrees with ten pounds’ traction 
applied. 

The patient’s condition improved from day to 
day and temperature fell gradually. It was normal 
at the end of two weeks. Thirty-eight days after 
operation the X-ray showed restitution of the acet- 
abulum and ischium. Three months after the oper- 
ation, all wounds were healed and the patient was 
out of bed on crutches. The shortening of 6 cm. 
was equalized by the use of a high shoe. At the time 
of his discharge he could flex the hip to 90 degrees, 
abduct it 30, and walk three-quarters of an hour 
without tiring. There was only a slight limp. One 
and a half years later the patient was at his old trade 
of upholsterer, and was able to climb a ladder as 
before. There is no question that the excision 
saved the patient’s life. 

There are several case reports very similar to 
this one. As soon as it is evident that the head of 
the femur is entirely separated from the shaft, one 
can assume with certainty in the presence of infec- 
tion that it will gradually become necrotic. 

J. J. KURLANDER. 


Hardouin: The Treatment of Thigh Fractures with 
a Modified Thomas Splint (Note sur le traite- 
ment des fractures de cuisse par l’appareil de 
Thomas modifié). Bull. et mém. Soc. de chir. de 
Par., 1918, xliv, 1830. 

Hardouin remarks that although the Thomas 
splint has been used considerably in the transporta- 
tion of thigh fracture cases, it has not been much in 
use for the treatment of such fractures. This is 
owing to the fact that there are so many other excel- 
lent types of apparatus available for the purpose. 

Hardouin while a prisoner within the German 
lines was sent to care for a number of French 
wounded, many of whom had received little or no 
surgical treatment. All showed advanced infection, 
among them being 23 cases of infected thigh frac- 
tures. 

As a number of Thomas splints were available, 
he used them in the treatment of these fractures. 
Fixed in the ordinary way as for transportation the 

















GENERAL SURGERY — SURGERY OF THE EXTREMITIES 


author got bad results, the patients complaining of 
ischiatic pressure, and the apparatus slipping above 
the ischium in any movement of the patient, which 
annulled the action of the apparatus. To prevent 
this the author placed a plaster jacket around the 
pelvis and the upper part of the thigh over the seat 
of fracture. When the plaster was dry, contra- 
extension was applied and the Thomas splint then 
applied in the usual way, being fixed high and solidly 
on the plaster cast by strong bandages or other 
means. 

In the 23 cases treated, there were 3 deaths, which 
is not high considering the condition of these men 
when first treated. In two cases after fifteen days 
of treatment there was still 4 cm. of shortening. 
The others were either completely reduced or at the 
most showed only 1 to 2 cm. shortening on evacua- 
tion. W. A. BRENNAN. 


Hurley, V., and Weedon, S. H.: Treatment of 
Cases of Fractured Femur at a Base Hospital 
in France. Brit. J. Surg., 1919, vi, 351. 


In a rather extensive paper embracing in detail 
the mechanics of treatment, the results in 170 cases 
of fracture of the femur are herein presented. The 
cases were retained under observation until firm 
union was obtained. The work was carried out in 
special femur wards that were specially staffed. 

The length of time between receipt of the wound 
and admission to the hospital varied from thirty- 
six hours to seven days. The cases usually arrived 
with the limb in a straight Thomas splint. Excision 
of the wounds with varying completeness had been 
performed. The incompletely excised wounds 
caused great difficulties. Wounds from shell frag- 
ments were more severely infected than were those 
from bullets. Thirty-eight per cent of all deaths 
occurred within forty-eight hours after admission. 
Shock, gas gangrene, and complications due to 
wounds elsewhere were the common causes of death. 

After resting overnight, the patient was sent to 
the X-ray room. Thereafter during the remainder 
of his treatment, repeated X-ray control without 
disturbing the fracture was carried out. 

Avoidance of too many general anesthetics is 
necessary, as this means lowered resistance, partic- 
ularly to gas gangrene. According to the immediate 
treatment, the cases are divided into four classes: 

1. Simple fractures, or those cases with clean 
wounds usually need no anesthetic. 

2. Cases where the general condition is critical, 
but where no indication for immediate operation 
exists. 

3. When the knee-joint is involved, the limb is 
kept in absolute rest because of the danger of light- 
ing up infection. 

4. In this class of cases it is necessary to anesthet- 
ize in order to examine and clean up wounds. 

The indications for further operative work consist 
in: (1) spreading sepsis or gas gangrene in incom- 
pletely excised wounds; (2) insufficient removal of 
bone fragments; (3) vascular gangrene. 
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In making new incisions, and they are usually 
necessary, unfavorable sites must be avoided. The 
adductor and popliteal regions and the buttocks are 
unfavorable locations for drainage incisions because 
of the tendency for a spreading sepsis between deep 
fascial planes to occur, and because of interference 
with the application of a Thomas splint. The incis- 
ions should be lateral, parallel to the long axis. Rub- 
ber tissue is preferable to tubes for drainage material. 
Carrel-Dakin treatment is used only where all re- 
cesses of the wound cannot be explored. 

Gas infections have usually occurred within a few 
hours after admission. Ninety per cent of all deaths 
within the first few days were due to this cause. 
Rapid amputation was the usual treatment carried 
out. 

The authors feel that bone fragments should be 
freely excised; removal promotes more rapid heal- 
ing, better callus formation, less sclerosis of 
muscles, and better functional results. Non- 
union in compound fractures of the femur in men 
of military age has been less than 1 per cent. Firm 
union will result even in the presence of a defect of 
three inches. 

Vascular gangrene due either to trauma and 
thrombosis or to previous ligation of the vessels 
requires amputation. There is great danger of 
secondary hemorrhage in these cases. 

The splint used will depend on the position and 
extent of the wounds in the soft parts, and upon the 
site of the fracture. Thomas splints have been used 
in all cases except those with extensive wounds of 
the buttocks and posterior aspects of the thigh. In 
these cases a Hodgen splint has been applied until 
sufficient healing of the wound permitted the use of 
a Thomas splint. Better control of the femur is to 
be had with the latter splint. 

In those cases in which, because of associated 
wounds below the level of the fracture, extension 
by adhesive strips is impossible, calipers are used. 
The points of the caliper are driven about one-fourth 
of an inch into the bone over the most prominent 
points of the condyles. By this means subsequent 
disability of the knee-joint is avoided because con- 
tinuous movement of the joint during the after- 
treatment is possible. 

In all cases, a Sinclair wooden foot-piece is applied 
to the foot of the fractured side in order to control 
the position of the foot. 

After the splint has been adjusted and traction 
applied, the limb is suspended by ropes from cross- 
bars over the bed. The suspension is counter-bal- 
anced by having the cords placed over pulleys and 
attached to weights, for the purpose of enabling the 
patient to raise the limb from the bed to permit 
access to his wounds. His body may be raised by a 
similarly arranged canvas sling. 

It is necessary frequently to ascertain that the 
traction is continuous; the extension strips require 
frequent attention. Less traction is necessary in 
compound fractures than in simple because the 
shattering and loss of bone remove the usual 
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mechanical obstructions to reduction; the power of 
the muscles is diminished because of destruction 
and sepsis. 

Limitation of movement in the knee-joint due 
entirely to immobilization disappears rapidly when 
massage and active movements are instituted. In 
compound fractures this condition is more common- 
ly due to infection and subsequent contracture of 
muscles acting on the joint. The authors advise 
against attempting to force such a joint under 
anesthesia because of the danger of lighting up 
infection, and because such treatment does not im- 
prove the condition. 

Recovering sepsis requiring further drainage and 
operations for the removal of sequestra can always 
be performed without disturbing the position of the 
limb in the splint. 

Secondary hemorrhage usually occurs from the 
tenth to the twentieth day. When the femoralartery 
is involved, rapid amputation at the site of the frac- 
ture isdone. Otherwise ligation or gauze packing is 
employed. 

In fractures of the lower third of the femur, the 
knee-joint is frequently involved. Aspiration fol- 
lowed by washing out of the joint or drainage by 
parapatellar incisions was found usually to suffice. 
Streptococcal infections usually require ultimate 
amputation. 

Sequestra are removed late to avoid lighting up a 
latent infection; rarely before six weeks, and 
usually not until after a longer period of time. No 
curetting or chiselling is done, unless necessary to 
reach a sequestrum. 

Where there has been no great destruction of bone, 
firm union occurs in seven to ten weeks. Where the 
shaft has been completely destroyed for a distance 
of two or three inches, fifteen to twenty weeks may 
be required for firm union. Each patient is retained 
until he is able to walk comfortably upon an ambu- 
latory splint made from a stock Thomas knee splint. 
For ten to fourteen days previous to fitting this 
splint, the limb rests free in bed, supported between 
sand bags. During this period, massage and system- 
atic movements are carried out. Care must be taken 
that gradual yielding of the callus does not occur 
during the initial attempts at walking. 

J. R. BucHBInver. 


Sever, J. W.: Fracture of the Neck of the Femur. 
Boston M. & S. J., 1919, xxx, 27. 


Sever presents this paper with the idea first of 
offering certain data in regard to a number of cases 
of hip fractures studied by himself, and secondly, to 
bring before the profession certain facts in regard to 
the modern theories as to how this type of fracture 
should be treated. 

In his series there were 40 cases. Twenty-one of 
these were the so-called intertrochanteric type or 
those involving one or both trochanters, and the 
so-called subcapital type where the fracture is 
located near the base of the head at its junction with 
the femoral neck. 
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The results of this series of 40 cases showed only 
9 which could be classified as good or fair; that is, 
these patients can walk about without great dis- 
comfort or a limp. This is approximately 23 per 
cent. Five were subcapital fractures and four were 
of the intertrochanteric type. Of the subcapital 
type, one was treated by sand bags, one with 
Buck’s extension, and three with sand bags alone. . 
The average age of all the patients was sixty-one 
years, the youngest being fourteen and the oldest 
eighty-eight years. Three cases of subcapital 
fractures in this series of 40 were forcibly impacted 
by Cotton according to his method, and the results 
are known in two of the cases. They are not classi- 
fied in the nine known good results. 

A further study of the author’s results will show 
that of the intertrochanteric type of fracture, 12 
were treated alone by sand bags, 4 had the advantage 
of Buck’s extension, 2 had a plaster spica, and 2 had 
a spica with extension. Of the subcapital type, 4 
were treated by the Whitman abduction method, 
7 by sand bags, 3 by the Cotton artifical impaction, 
and one by Buck’s extension. 

The author describes the anatomical relations 
following a fracture of the neck of the femur near 
the base of the head, and describes the Whitman 
method of treatment of the same. Any hip showing 
an original impaction should in his opinion be 
broken up and an anatomical position established 
in order to offer the patient the benefit of as good a 
result as possible on scientific lines. 

In the intertrochanteric fractures the author also 
believes the abduction method is the only one by 
which the deformity may be corrected. Abduction 
alone generally results in an excellent position. 
All of these cases should be kept in the plaster eight 
to twelve weeks to insure good union. 

As far as X-ray interpretations go, it is the 
author’s belief that one should not place too much 
reliance on X-rays alone but on the X-rays plus 
clinical findings, which will give a better idea of the 
actual conditions. 

After the bed treatment, the patient should be 
fitted with a Thomas splint, jointed if necessary at 
the knee, and fastened into the shoe so that when 
the patient puts the foot to the ground, the weight 
of the body will be carried by the splint and not on 
the hip-joint. At first this splint is to be used with 
crutches, but later these can be dispensed with. 
The splint should be worn at least six months in 
any case where union is suspected, and is to be 
removed at night. In old cases with non-union 
Seyer believes the problem is best corrected by the 
Brackett operation. E. C. RospitsHeK. 


McMurray, T. P.: Operative Treatment of Rup- 
tured Internal Lateral Ligament of the Knee. 
Brit. J. Surg., 1919, vi, 377. 

The author presents a review of the anatomy and 
physiology of the internal lateral ligament which he 
describes as a thickening of the inner part of the 
capsule of the knee-joint. It consists of a large 








GENERAL SURGERY —SURGERY OF THE EXTREMITIES 


bundle of fibers running almost vertically downward 
from the femur to the tibia. The longer fibers are 
attached above on the inner aspect of the femur 
just below the adductor tubercle; at the lower end 
to the inner aspect of the shaft of the tibia about 
one inch below the level of the knee-joint. The 
deeper short fibers are similarly inserted close to the 
articular edges of the bone, and are also attached 
to the inner surface of the internal semilunar cartil- 
age. 

That part of the ligament between the femoral and 
cartilage attachments is longer because there is 
more motion between these points than there is 
below the level of the cartilage. In complete exten- 
sion the ligament is tense and permits no lateral 
mobility in the joint. When the joint is flexed, 
lateral mobility can be obtained, and this yielding 
takes place in the ligament above its attachment 
to the internal semilunar cartilage. This part of the 
ligament bears all strain thrown upon the inner side 
of the joint. 

A blow upon the outer aspect of the fully extended 
knee may cause rupture of the ligament. Such 
rupture always occurs between the femoral and 
cartilaginous attachments of the ligament. Such 
an injury never displaces the cartilage because the 
strain is taken up by the femoral and tibial attach- 
ments. Strain thrown upon the flexed knee will 
very likely cause displacement of the cartilage, with 
or without rupture of the ligament. 

The diagnosis of the injury is based upon the loss 
of power of abduction of the leg on the fully extended 
thigh. Possibility of injury to the internal semilunar 
cartilage must be excluded, because the unnecessary 
removal of this structure for an injury to the liga- 
ment aggravates rather than improves the condi- 
tion. 

The operation hitherto performed of shortening 
the ligament has proven satisfactory. Therefore 
the author has devised an operation to remedy the 
condition, and has operated upon 1o cases with 
satisfactory results. No apparatus in the after- 
treatment has been necessary. 

If the internal semilunar cartilage has been de- 
tached from its tibial insertion, it is first removed 
through the ordinary antero-internal incision. 
Operation upon the ligament is performed with the 
leg flexed to an angle of 35 to 40,’ thereby removing 
the tension from the ligament. 

The fascia holding down the sartorius tendon in a 
position slightly posterior to the joint is incised so 
as to allow the tendon freely to be advanced. A 
vertical slit is made in the femoral attachment of the 
ligament, and a small wedge of bone is removed. 
The sartorius tendon is laid in this groove in such a 
manner that the part of the tendon between the 
femur and the tibia is quite tight. The tendon is 
held in the groove by sutures passing through the 
tendinous insertion and the periosteum. The outer 
surface of the ligament is then sacrificed and the 
ligament shortened by suturing together the ad- 
jacent scarified surfaces. 
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The knee-joint is maintained in semiflexion in 
plaster for three months. This is necessary for 
success. Otherwise stretching of the ligament at 
the new insertion will occur. This change in po- 
sition of the sartorius tendon interferes in no way 
with the normal movements of the leg and thigh. 

J. R. BucHBInver. 


SURGERY OF THE BONES, JOINTS, ETC. 


Chutro: Tibial Bone Graft (Greffe osseuse du tibia). 
Bull. et mém. Soc. de chir. de Par., 1918, xliv, 1688. 


In the case of a soldier who died recently, Chutro 
had the opportunity of examining the condition of 
a tibial bone graft which he had made in tror7. 
There had been a loss of substance of 6 cm. between 
the superior epiphysis and the diaphysis. An 
osteoperistic graft, 6 by 2 by 1 cm., removed from 
the inner side, was inserted. 

Examination showed that the graft had developed 
considerably transversely (4 cm.) and antero- 
posteriorly (3 cm.) The general form was that of an 
inverted cone. There was scarcely any line of 
demarcation between the graft and the epiphysis, 
the two showing a common spongy tissue. The 
point of union of the diaphysis with the graft was 
formed by a bed of compact tissue 1 cm. in 
thickness. 

The graft was made by contact without resection 
of the sclerous interposed tissue, and examination 
of the specimen shows that this simple method 
obtains a good result. The graft lives and is re- 
productive like the bone of a child. 

W. A. BRENNAN. 


Boeckel, J.: Bone Graft of the Femur; Necrosis 
After Ten Months, Followed by Union After 
Two Years (Greffe osseuse du fémur; necrose du 
greffon aprés dix mois; consolidation au bout de 
deux ans). Lyon méd., 1918, cxxvii, 552. 


Bone grafts in the tibia are common, but femur 
grafts are rarely reported. In the case of a soldier 
with an old standing pseudarthrosis following a shell 
fracture wound in the middle third of the thigh, 
Boeckel inserted a bone graft nearly 12 cm. long, 
removed from the fibula. It was covered with 
periosteum on its anterior face. At the end of 
eight months the graft, necrosed for nearly its whole 
extent, was extracted; but the thigh appeared more 
solid. Between the two bone ends, originally 
separated more than 8 cm., a tract of thin bone 
could be seen radiologically, uniting the fragments. 
The limb was kept in plaster. After two years there 
is perfect union and the man can walk without 
support. 

The case shows that despite the death of the 
graft, union can be obtained. The irritation pro- 
duced seems to favor osteogenesis, as several sur- 
geons have remarked; and the formation of callus, 
though retarded, is no less evident. 

W. A. BRENNAN. 
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Putti, V.: Traction by Double Fixation and Op- 
erative Elongation of the Lower Limb (La 
trazione per doppia infissione e lailunggamento 
operativo dell’arto inferiore). Chir. d. organ. di 
mov., Bologna, 1918, ii, 421. 


The very large number of war fractures which 
have healed with marked shortening of the limb 
gives interest to the surgical therapeutics of this 
eventuality. 

In a preliminary review of the underlying con- 
ditions, Putti finds certain points which must be 
borne in mind when undertaking the elongation 
of a limb shortened five or more centimeters for a 
long period of time. These may be reviewed by 
stating that an equal force is opposed to the force 
of traction and that both act on the bone; that the 
length of time of the shortening, the physical prop- 
erties of the tissues to be lengthened, and their 
functions all are factors of the force of tension op- 
posing the force of traction. 

The method of elongation adopted by Putti in 
the Rizzoli Orthopedic Institute at Bologna is a 
prior osteotomy made preferably at a distance 
from the focus of fracture, then the application of 
an instrument which he terms an ‘‘osteotone” 
which effects traction by double fixation. 

The usual external traction methods in vogue fail 
when there is an established muscular shortening 
exceeding 5 cm. Only traction applied directly to 
the bone then suffices. This traction, viz., providing 
traction on the distal end, was primarily used and 
reported by Codivilla at Bologna in 1907; but his 
patient, who was old, died of pneumonia and 
Codivilla did not pursue his method. He used 
screws for fixation. Traction by double bone fixa- 
tion has however been carried out with various 
modifications since then by Kirschner, Borchardt, 
Quénu, Hey-Groves, and others. The instrument 
now devised by Putti, the osteotone, carries out the 
idea and consists principally of two steel tubes, one 
within the other, each end carrying a metallic 
cross-piece terminating in a screw to be fixed in the 
upper and lower fractured bone segments re- 
spectively. The outer tube carries a graduated 
scale and the inner tube can be screwed out so 
* that the distance between the fixation bone screw- 
pieces can gradually be increased to the amount 
required. The instrument and the details of its 
construction and use are described in full. 

Putti considers this method of providing traction 
against reaction of the bone in the distal end of the 
fracture as indispensable in dealing with a case of 
established shortening. By its construction and the 
manner of its working, the osteotone registers in 
kilograms the amount of elongation effected and 
the traction exerted on the limb area in the various 
phases of operation. 

Putti describes and illustrates the method of 
fixation of the osteotone to the bone fragments 
after an osteotomy. This method has this un- 
questionable advantage over all other methods of 
extension that by concentrating the action of the 
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apparatus exclusively on that section of the limb 
which it is desired to elongate, there is perfect 
immobilization of the fracture; all other means of 
immobilization are unnecessary and the patient 
need not be kept in bed for a long period. The 
author points out the many complications in 
effecting extension by other methods, and the 
facilities enjoyed by the patient with the double- 
screw fixation. 

Certain cases operated upon by this method are 
clinically described and illustrated. They show aiso 
by means of radiographs the progress of elongation. 
The desired result is reached on the average be- 
tween the twentieth and the thirtieth day. The 
osteotone is then removed and replaced by a plaster 
apparatus until solidification of the bony callus 
occurs. Study of the cases has determined: 

1. In order to obtain elongation of 9.8, 8.3, and 
7.0 cm. maximum traction of 21, 21, and 22 kilo- 
grams were exerted on the osteotone respectively, 
the figures not being proportional but rather due to 
the conditions of the tissues, etc. 

2. Soft parts of a limb segment abnormally 
shortened for a long period can be brought back to 
their primary length without any appreciable 
damage; neither the vascular nor the nervous sys- 
tem show signs of being adversely affected. 

3. A prior plastic osteotomy done outside the 
fracture area, although it removes the danger 
present in a fracture-area osteotomy, retards union. 

4. Traction by double fixation, being directly 
opposed to resistance in the area to be elongated, 
is best suited to overcome shortening; and the 
apparatus exercises continuous elastic traction, is 
effective in its working and able to overcome great 
resistance without risk, and in a manner which is 
better tolerated by the patient than external 
traction. 

5. The surgeon cannot definitely fix the time 
required in order to reach the maximum elongation. 
Clinically the best index of the time when traction 
reaches the maximum limits of. tolerance is fur- 
nished by examining the condition of the vascular 
and nervous systems of the limb. 

W. A. BRENNAN. 


Steindler, A.: Orthopedic Reconstruction Work 
on the Hand and Forearm. N.Y. M. J., 1918, 
cviii, 1117. 

The following 
operatively: 

1. Inability to flex the forearm in infantile 
paralysis. This was taken care of by transposition 
of the flexor of the fingers and wrist upward upon 
the arm. 

2. Condition of paralytic or inflammatory wrist- 
drop. This was treated by arthrodesis or by arthro- 
desis in connection with interosseous transplantation 
to secure extension of the fingers. 

3. Deficiency in movement of the thumb con- 
sisting in inability to oppose or extend the thumb. 
This was treated by a tenoplasty operation. 


conditions were dealt with 
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4. Intractable hyperextension deformity of the 
metacarpophalangeal joints not remediable by 
splint treatment or tenoplasty, was improved by 
osteotomies of the metacarpals proximal to the 
joints. A. STEINDLER. 


Patel: Osteosynthesis with Exposed Plates (De 
l’ostéosynthése avec plaque laissée 4 nu). Bull. et 
mém. Soc. de chir. de Par., 1918, xliv, 1825. 


In applying osteosynthesis to more than 100 war 
fractures, there were 4 cases which Patel found to be 
of especial interest. In these the muscular and 
cutaneous losses were so great that it was not 
possible to cover the bone plate, which had to remain 
fully exposed; nevertheless consolidation was effected 
without difficulty. The histories are given. 

The bones involved were the femur, tibia, and 
radius. Consolidation was effected on an average 
in about two months, which is not more than in the 
case of covered plates. Although Patel thinks that 
the plates should be covered, he thinks it well to 
record the fact that good results can be obtained in 
cases where the plate must be left exposed. 

Patel also remarks that in these 4 cases the perios- 
teum had totally disappeared from the exposed bone 
fragments. There was no necrosis in any case; the 
bone merely took on a reddish discoloration, became 
more tender, and appeared more vascularized. In 
spite of this absence of periosteum, consolidation 
was effected in all of the 4 cases reported. 

W. A. BRENNAN. 
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ORTHOPEDICS IN GENERAL 


Crandon, L. R. G.: Flatfoot. U.S. Nav. M. Bull., 
1910, Xiii, 43. 

Weak foot, pronated foot, and flat foot should be 
treated as a physiological, not an anatomical, 
entity. From the practical side of function and treat- 
ment, the human foot has no more fixed arch than 
the extended hand until the muscles make one. 
Substitute the phrase“‘arching of the foot”’ for “arches 
of the foot” and the mental attitude toward feet 
changes. Arch supports simply to restore the con- 
tour of the foot should be abolished. A roomy, 
flexible shoe which allows all the twenty-three 
interrelated joints of the foot to work is now sup- 


-plied by the Army and Navy. 


The perfect foot of a baby gives the complete 
print of a flat foot. The lumberjack or college 
athlete may have pronated feet and still do a 
thirty-mile hike without fatigue. What the feet will 
do and not their appearance should be the test in 
admitting the recruit to service. Acute foot strain 
may be prevented by the addition of a few simple 
foot exercises to the daily setting-up drill. If 
strain develops, the treatment is simple: rest for a 
few days with not too much soaking in hot water, 
graduated exercise, flexible shoes, preferably oxfords. 
Obstinate cases may require S-strapping or rubber 
sponges under the arches for a short time. 

The so-called military stance (60 degrees) for the 
feet should be abolished. L. C. DonnELLY. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Neuhof, H.: Operative Treatment of Gunshot 
Wounds of the Spine with Grave Paralyses. 
J. Am. M. Ass., 1919, |xxii, 37. 

It is generally held that operations are contra- 
indicated in recent gunshot wounds of the spine 
when there is complete or almost complete paralysis 
and sensory loss below the level of the cord injury. 
A number of cases, however, have been reported of 
wounds in the neighborhood of the spine causing 
sometimes extreme paralysis without involvement 
of either the bone or dura. There are many cases in 
which hopeless cord destruction cannot be shown 
unequivocally by roentgen and clinical examina- 
tion, instances in which operation may reveal a 
partially severed, contused, or compressed cord. 
These patients should be given the benefit of doubt 
as to the completeness of the cord lesion, and should 
be operated upon in the hope of encountering reme- 
dial conditions. 

The author discusses a group of cases of gunshot 
wound of the spine in which the dura is intact in the 
presence of complete or almost complete paralysis, 
the lesion in the cord being due to commotion or 
concussion or both combined. At autopsy in these 
cases, there is seen a diffuse or a focal necrosis in the 
affected part of the cord with a varying dezree of 


surrounding oedema. The cord elements may or 
may not be destroyed at this level. In these cases 
there is a possibility of return of function. In 
injuries by shell fragments, the chances of recovery 
from the wound are greatly reduced if a deep-seated 
infection is added to the cord lesion. There may be 
fragments of bone or epidural clots directly com- 
promising the dura, the removal of which would aid 
in recovery and reduce the likelihood of infection. 
Prompt operation is indicated in these cases chiefly 
for the elimination of infection, and not with the ex- 
pectation of relieving pressure on the cord. 

The wounds are excised in the usual manner, and 
when X-ray examination shows fractures of the 
spines or laminz, or when an intradural hemor- 
rhage is suspected, laminectomy is done. The dura 
is not opened when there are no visible signs of a 
subdural lesion. 

Four cases of gunshot wounds of the spine are 
reported in which paralysis was complete or almost 
complete and in which the dura was found to be 
intact. The spinal column was fractured in three 
cases, but in only one of these was there any indica- 
tion of direct pressure on the dura. There was no 
demonstrable bone injury in the fourth case. 

E. C. Roos. 








‘ 
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SURGERY OF THE 


Burrow, J. L., and Carter, H. S.: Preliminary Note 
on Investigations upon 1,000 Consecutive 
Cases of Peripheral Nerve Injury. Brit. M. J., 
1918, ii, 535. 

In making observations on cases of nerve injury 
it is essential: (1) that routine examination at regu- 
lar intervals be made; (2) that a system of case- 
taking and charting is necessary; (3) that standard- 
ized methods be used so that successive observa- 
tions are exactly comparable. 

In making examination the bones, joints, muscles, 
skin, and nails are inspected to note the position of 
wounds and scars; position of the limb; presence of 
contractures; muscular atrophy (which occurs about 
three months after injury) with reference to nerve 
supply and joint control; muscular tremor or fibril- 
lation; trophic changes in the skin as ulcers, blebs, 
delayed shedding of epidermis, glossy skin; color, 
shape, striations, brittleness and rate of growth of 
the nails, etc. Palpation reveals induration and 
fibrous nodules or neuromata in superficially placed 
nerves. Gentle pressure reveals paresthesia which 
the patient describes as a bursting sensation, a 
tingling or needles-and-pins sensation, and referred 
to the area of skin supplied by the nerve pressed 
upon. Passive movement of the limbs demon- 
strates stiffness or ankylosis of joints. Voluntary 
movement of the limb demonstrates the individual 
muscles or tendon affected. 

In making sensory examinations a small artist’s 
brush from which all but a few ermine hairs are 
removed is used. The brush is applied with short 
stroking movements and where shaving is necessary 
it is done several hours before the examination. For 
the pin-prick sensation an algesiometer is used so 
that a standard stimulus may be obtained and 
readings at later examinations compared and prog- 
ress accurately noted. 

‘xamination of the thermal sense is unsatis- 
factory in all but selected cases and may be actually 
misleading unless all the fallacies are guarded 
against. In taking the pressure sense of deep sensi- 
bility an algometer is used. This has a small disc 
of cork on its point and a pure tactile pressure effect 
can be obtained when the weights are added. In 
this manner the pressure used is standardized and 
records charted which makes accurate comparison 
possible from week to week. For charting the 
localization sense a large diagram of the part under 
examination is used and the patient points with a 
pencil to the spot corresponding to the spot where he 
feels the pressure, and whether deep or light sensi- 
bility. In determining the discriminating sensibil- 
ity, common objects are used, and their size, shape, 
thickness, etc., are told by the sense of touch with- 
out the aid of sight. Likewise the texture of wool, 
cottor, rubber, silk, etc., are compared by the use 
of the sense of touch only. 
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NERVOUS SYSTEM 


In making the electrical examination with the 
interrupted current the part must be thoroughly 
warm and skin moist so that its resistance may be 
the lowest possible. Contracture of the muscles is 
slow with small amplitude if the limbs are cold, if 
there are partial lesions of the peripheral nerves or 
if the limbs have been immobilized in splints for a 
long time; slow, prolonged, and of large amplitude 
in recovering lesions of nerves; brisk in healthy 
muscles where the limb is warm; and quick with 
increased amplitude in reflex contractures in some 
functional cases. 

Of the cases treated by the author, lesions of the 
cervical roots occurred in 29 instances, and recovery 
after complete division was very slow. The musculo- 
spiral nerve was injured 204 times and return of 
function after suture was more rapid than in any 
other nerve. Where the nerve was divided in the 
upper arm, voluntary, movement after suture was 
noted in the dorso-flexors of the wrist in from seven 
to eight months, though much inco-ordination of 
movement was evident at first. 

The median nerve was injured 242 times. After 
nerve suture the median flexor group in the fore- 
arm recovered voluntary power in from seven to 
eight months; the small muscles of the hand re- 
quired fourteen to twenty months. Re-education 
exercises may be given with benefit. 

The syndrome of “‘causalgia”’ is produced by the 
development of scar tissue in the nerve bundle, and 
although the fibrosis may be slight to the naked eye, 
yet microscopically it is quite a factor in producing 
the severe pain which sometimes develops. Alcohol 
injections were of no avail in relieving this condition 
and the gradual contracture and increasing useless- 
ness of the hand justified complete resection. 

There were no early recoveries of the ulnar nerve, 
which was injured 327 times. Complete return of 
function was not noted in any case. 

The external popliteal was much more frequently 
injured than the internal, and like the musculo- 
spiral, recovered very rapidly. 

After nerve repair, trophic and vasomotor func- 
tions recover first and trophic ulcers heal remark- 
ably quickly. Deep sensibility recovers next; then an 
accurate estimation of the light touch sense. 

P. W. SWEET. 


Adson, A. W. The Surgical Treatment of Pro- 
gressive Ulnar Paralysis. Minnesota Med., 1918, 
i, 455- 

The author states that progressive ulnar paralysis 
is a clinical condition which has long been recognized 
but has rarely been treated surgically. The paralysis 
progresses slowly and is manifested. by paresthesias, 
anesthesias, atrophy, and an increasing paralysis 
of the muscles supplied by the ulnar nerve. At 
operation a fusiform enlargement of the ulnar nerve 
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with an occasional nodule at the prominent portion 
of the elbow is found. The enlargement is due to an 
interstitial neuritis which results in the strangulation 
of neurons by the constricting fibrous tissue. The 
interstitial neuritis is produced by constant irrita- 
tion or stretching of the ulnar nerve over bony prom- 
inences due to old fractures of the elbow or to 
the development of any bony spurs in the ulnar 
groove. 

The surgical treatment consists of transferring 
the ulnar nerve to a new position anterior and inter- 
nal to the inner condyle. The tendinous attachment 
of the inner head of the flexor carpi ulnaris as well 
as a few fibers of the common flexor tendon are 
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divided and re-sutured after the nerve has been 
transferred to its new position. The ulnar nerve is 
held in this position by a cylinder of fascia taken 
from the thigh. This fascia is sutured to the bicipital 
and deep fascia and covers the brachialis anticus and 
the common flexor tendon. If the loss of function is 
more than half, the involved portion of the nerve 
is resected and followed by an end-to-end anastomo- 
sis; if the loss of function is less than half, longitudi- 
nal incisions are made through the epineurium and 
perineurium to release the remaining normal nerve 
fibers. In most patients the result of the treatment 
immediately checks paralysis and definitely im- 
proves function. 


MISCELLANEOUS 


CLINICAL ENTITIES—TUMORS, ULCERS, 
ABSCESSES, ETC. 


Itami, S.: An Investigation of the Power of Meso- 
dermal Derivatives to Immunize Mice Against 
Transplantable Tumors. J. Cancer Research, 
1918, iv, 23. 

Itami has experimented with two mesodermal 
derivatives — muscle and lymph-node — to deter- 
mine whether any other tissues share with the lens, 
brain, cartilage, and bone their inability to elicit a 
vigorous immunity. In order that the findings 
might not be vitiated by the presence of blood in 
these tissues, the greatest care was taken not to 
injure large vessels during the removal of the mate- 
rial. 

Summarizing his results, the author states that 
preliminary treatment with normal tissues contain- 
ing but few cells, whether they be of ectodermal or 
mesodermal origin, fails to induce immunity to 
transplantable carcinomata. Muscle, also, though 
this is more cellular, is inactive, for some reason at 
present unknown. 

Lymph-node, on the contrary, has the power to 
elicit a high resistance against transplantable car- 
cinomata. 

The mesodermal tissues investigated have no 
power to immunize against two connective tissue 
tumors employed, failing, like the skin, to protect 
against sarcoma. Orro M. Rorrt. 


Vignolo-Lutati, C.: Epithelioma Following Lupus 
Vulgaris and Lupus Erythematosus (Sull’ 
epithelionia conseguente al lupus volgare ed al lupus 
eritematosa). Gazz. d. osp. e d. clin., Milano, 1918, 
XXxix, 655. 

The author discusses the degeneration of lupus 
into cancer. The general opinion is that while it is 
not unusual to see carcinoma developing from lupus 
vulgaris, it is rare to observe an epithelioma de- 
velop from lupus erythematosus. The most im- 
portant recent contribution on this subject was 
by Dubreuil and Petges,in 1909. 


The case is reported of a woman who at the age of 
thirty-four showed the beginning of lupus erythemat- 
osus on her left cheek and nose. The author saw 
her again two years later, when the lupus had be- 
come more intense and extended. Three years later 
she again came for treatment. The nose was then 
apparently healed, with cicatricial atrophic areas; 
but there were large patches on the cheek. The 
patient would not submit to treatment. Two 
years later she returned to the hospital with the 
soft parts of the nose and upper lip ulcerated and 
almost destroyed. Ulceration had spread all over 
the cheek and down to the lower lip. A diagnosis 
of carcinoma was confirmed histologically. 

The case demonstrates that carcinoma can de- 
velop in cicatricial areas, and that although lupus 
erythematosus rarely shows cancerous degenera- 
tion, unquestionable cases exist. |W. A. BRENNAN. 


Labbé, M.: Surgery of Diabetic Patients (La chir- 
urgie chez les diabétiques). Ann. de méd., 1918, v, 
428. 


Labbé treats of the many points that arise in 
deciding upon a surgical operation in the case of 
a diabetic patient. His observations are based on 
his personal experience, as well as upon the reports 
in literature. 

The danger of operating upon diabetic patients 
arises from two principal causes: (1) the hyper- 
glycemia which facilitates suppuration; (2) the 
acidosis which causes postoperative coma. ‘This 
latter complication is particularly formidable in 
the case of diabetic patients with denutrition who 
already show acidosis; severe operative traumatism 
accentuates it; but the most important element is 
the anesthetic. Of all anasthetics chloroform is 
the most dangerous because it provokes a temporary 
acidosis even in patients not diabetic. Ether also 
is dangerous. As a general anesthetic ethyl chloride 
seems to be best. Neither spinal nor local anasthesia 
provokes acidosis. 

The following deductions may be made from the 
general findings: 








- similar to these. 
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1. Inthe case of diabetic patients only absolutely 
necessary operations should be undertaken, ob- 
serving special care when patients are subject to 
acidosis. It is sometimes better to operate than to 
allow a generalized infection to persist and increase, 
because this may cause the patient’s death by 
septicemia or even by the increased acidosis which 
it provokes. 

2. When operation is not urgent, it should be 
preceded by a preliminary treatment aimed against 
hyperglycemia and acidosis. 

3. Immediately before operation the fasting 
should be suspended and a dose of 40 gr. of sodium 
bicarbonate should be administered. 

4. The choice of the anesthetic is very important. 
Local anwsthesia with cocaine or one of its con- 
geners is preferable; but if this is not possible, then 
spinal anesthesia should be resorted to. If general 
anesthesia is compulsory, ethyl chloride should be 
used; chloroform or ether should never be em- 
ployed in the case of a diabetic patient. 

5. After operation, sodium bicarbonate should 
be given by the mouth or by intravenous injection 
in sufficent dosage to alkalinize the urine. If there 
is a strong reaction of acidosis, about roo gr. of 
bicarbonate must be administered. 

6. When the patient is able to eat, vegetable 
broth, oats, dry vegetables or milk should be given, 
and the alkaline treatment continued until acidosis 
has disappeared. W. A. BRENNAN. 


Bovie, W. T.: The Physiological Action of Radia- 
tion. J. Med. Research, 1918, xxxix, 271. 


In 1913, in connection with some experiments 
upon the temperature coefficient of protein photo- 
coagulation, the author suggested that radiation 
causes a chemical change in the more complex and 
unstable components of the protoplasm and that the 
biochemical and physiological changes subsequently 
observed are the results of this photochemical 
change. The idea was enlarged upon and developed in 
a paper published in 1916. Bovie says that theories 
of the mode of action of radiation are but reflections 
of the philosophy of their times. Undoubtedly, 
many students of the subject have entertained views 
Nevertheless, in discussing the 
subject with investigators and clinicians, it has often 
appeared that the ideas were not as clearly crystal- 
lized in their minds as in that of the author. The 
theory has been useful as a guide in directing Bovie’s 
investigations and in interpreting results of others. 
It seems to be worth while to state it in a more 
definite form. 

For this purpose the author describes a living 
organism as a complex of dynamic changes occurring 
in a colloidal substance called protoplasm. Because 
of the mutual independence between the course of 
these dynamic changes and the character of the 
colloidal protoplasm, it is essential to the continued 
existence of the organism that the dynamic changes 
take place in an orderly and controlled manner. 

Any alteration, either physical or chemical, which 


results from radiating protoplasm may be capable 
of producing both physiological and morphological 
disturbances. At present it matters little whether 
one says that the action of radiation is physical, 
chemical, or physico-chemical in nature. Changes 
of one kind will undoubtedly involve changes of 
another. Whether or not an alteration takes place 
will depend on, first, whether the rays are absorbed, 
and second, whether the absorbing substance or 
substances very intimately associated with it are 
photosensitive. In the visible and_ ultraviolet 
regions of the spectrum, absorption will depend upon 
the molecular composition; in the roentgen and 
vy regions, upon the atomic composition of the 
radiated protoplasm. 

The initial change produced by the radiation may 
or may not be extensive. When special photosensi- 
tive sense organs are concerned, it is probably very 
slight. It will appear later as a structural or func- 
tional change in the organism only when the affected 
protoplasm becomes a critical limiting factor in the 
particular structure or function under consideration. 
Subsequent manifestations of the change will de- 
pend, therefore, largely upon the methods used in 
examining the radiated protoplasm. Pronounced 
changes may be observed in the tissues en masse. 
The microscope will reveal changes invisible to the 
unaided eye. Studies on permeability will disclose 
changes unrevealed by the microscope. None of the 
changes observed are the initial changes (‘latent 
images,”’ as it were) produced by the radiation, but 
are after-effects developed by metabolic changes 
taking place in the cell, and they will vary in nature 
as the particular metabolic processes involved vary. 

Slight changes in the chemical composition of 
proteins often bring about disproportionate changes 
in their water relations. That radiation may cause 
changes in a sense opposite to coagulation is shown by 
some as yet unpublished experiments on gelatin. 
A two per cent solution of gelatin which was solid 
at room temperature liquefied when radiated with 
ultraviolet light and would not solidify again, even 
when cooled over night in ice-water. It is well 
known that in the presence of certain salts such as the 
chromates, gelatin is made insoluble by exposure to 
light; but Meisling claims to have caused gelatin to 
set by radiating with ultraviolet light in the absence 
of such salts. These discordant results have not as 
yet been cleared up. It has been described at con- 
siderable length that both photocoagulations and 
photocytolysis is radiated protoplasm. 

In more recent experiments, the author found it 
possible by a slight increase in temperature to 
‘“‘develop”’ the initial change produced in the living 
cell by radiation. He also found that radiated 
protoplasm is sensitized to heat. 

According to the theory outlined, radiation may 
be likened to the injection of substances into the cell 
by a method which does not necessitate their passing 
through the cell-limiting membranes, thus trans- 
cending the micro-pipette as used by Kite and others; 
the injected substances are, of course, the photo- 
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products of the protoplasm. The greater the amount 
of photochange, or the more the products differ from 
the protoplasm from which they were formed (i. e., 
the more ‘“‘foreign” they are), the greater will be 
the effect produced. Thus the biological action of 
radiation may increase with increasing exposure, 
although not necessarily by any constant ratio. 

In order to evaluate the effect produced, it may be 
postulated that these substances enter into reaction 
with the constituents of the cells and through the 
altered sequence of metabolic changes may affect the 
whole organism. It becomes at once evident that 
such an interaction depends not only upon the nature 
of the formed substance, but quite as much upon the 
structure and nature of the protoplasm. As a 
result, the discouraging conclusion is arrived at that 
for the full and complete solution of the problems 
it is essential to know the constitution of the cell 
substances and the relation of this constitution to 
various physiological functions. On the other 
hand, it seems that such a statement of the problem 
leaves the door open for further research, demanding 
investigations into the field of cytology and physi- 
ology. In the art of using radiation skillfully, there 
is possessed a new tool with unique and invaluable 
possibilities for scientific investigation. The results 
of these investigations will be contributions not only 
to the nature of the action of radiation but also to 
the nature of life-processes. | GrorcE E. BEILBy. 


Rouhier: Note upon the Untransportable Cases 
of Shock in an Army Corps During the Battles 
of May 27 and July 15, 1918 (Note sur les shockés 
intransportables ducorps d’armée pendant les 
actions militaires du 27 mai et du 15 juillet 1918). 
Bull. et mém. Soc. de chir. de Par., 1918, xliv, 1785. 


Rouhier’s report on a number of cases of war 
shock tended to demonstrate that shock is the result 
of an intoxication originating in the traumatized 
area, and that everything which tends to retard the 
absorption of the toxins, ligature of the limb, for 
example, or its removal, attenuates or eliminates 
shock. The nature of the toxin remains to be 
determined and the researches already undertaken 
have given important indications by showing that a 
true azotemia exists and that the nitrogen accumu- 
lated in the blood is residual nitrogen. The question 
will not however be settled until it is possible to 
reproduce the symptoms of shock experimentally 
by the injection of certain substances into animals. 

The classic theory that shock was a nervous com- 
plication due to violent or prolonged traumatic 
action on the nerve centers is becoming more and 
more abandoned. 

The question of therapeutics can be approached 
from two sides: from the point of view of prophy- 
laxis, and from the point of view of the treatment of 
the effects. Prophylaxis would consist of the early 
prevention of dissemination of toxic products from 
the traumatized area. On this hypothesis certain 
attempts have already been made by the early use 
of fixing fluids coagulating the albumins and re- 
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moving their noxiousness; also by the very early 
use of hemostatic bands. The band not only stops 
hemorrhage but obstructs the return circulation 
and prevents dissemination of the toxins. All sur- 
gery, whether amputations or extensive excisions, 
should be done before the band is removed. 

Rouhier remarks that shock is especially observed 
in cases of multiple shell wounds, even when these 
are limited to the soft parts; that the intensity of 
the shock is in relation to the quantity of muscular 
tissue injured; and that wounds in the lower limbs 
are more prone to cause shock. 

Rouhier further remarks that in the case of purely 
muscular wounds when a muscular mass has been 
torn away with the skin covering it, shock is very 
little or nil; but when the injured muscular area 
communicates with the exterior by only a narrow 
orifice, which is the usual case in multiple wounds 
caused by pieces of shell or grenades, infection is 
rapid and shock is intense. While recognizing the 
importance of intoxication in shock, Rouhier gives 
due weight to the factors of fatigue, hamorrhage, 
cold, etc., as well as to the prior condition of the 
splanchnic organs. 

In discussing this report, Delbet referred to cer- 
tain experimental researches in which muscular 
autolysates were injected. One of the findings was 
the development of an intense polypnoea. Hender- 
son considers that this polypnoea is the cause of 
shock, i.e., the acapnia theory, but it is only a 
symptom of bulbar intoxication. 

W. A. BRENNAN. 


BLOOD 


Carr, J. G., and Moorhead, L. D.: Gaucher Type 
of Splenomegaly; Report of a Case. J. Am. M. 
Ass., 1919, Ixxii, 19. 

A case of splenomegaly is reported in a Polish 
male forty-six years of age who had noticed a tumor 
in the left upper abdomen when nine years old. 
This mass gradually increased in size until on 
admittance to the Cook County Hospital in Novem- 
ber, 1915, it extended to within 5 cm. of the sym- 
physis pubis and beyond the median line to the right 
of the umbilicus. There was no pain or tenderness 
present, but the great size of the tumor caused 
difficulty in respiration. The liver was enlarged to 
10 cm. below the right costal margin. Blood exam- 
ination revealed a marked leucopxnia and second- 
ary anemia. 

In May, 1916, the patient was operated upon 
and a spleen weighing eleven pounds was removed. 
Several blood transfusions were performed both 
before and after operation. The liver showed a 
fatty and atrophic cirrhosis. On section the spleen 
showed large irregular alveolar spaces, representing 
the greatly dilated venous sinuses filled with the 
peculiar large cells with relatively small nuclei, 
sometimes single, sometimes multiple, character- 
istic of the Gaucher type of splenomegaly. The 
patient made an uneventful recovery. 
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On January 4, 1918, the patient was again ad- 
mitted to the hospital complaining of loss in weight, 
headaches, swelling, soreness, and bleeding of the 
gums. The history suggested insufficient nourish- 
ment, and on an antiscorbutic diet the patient 
improved rapidly and was discharged March 3, 
1918, feeling well. The white count was normal 
and the secondary anemia had disappeared. . 

On searching through the literature, the authors 
could find the report of no case in which the patient 
was as old as this one. This patient was seen twenty- 
one months after splenectomy was done, the longest 
time elapsing since operation yet reported. At this 
time the blood findings were approximately normal, 
but there was no diminution in the size of the liver. 

A brief but concise description of the symptoms, 
physical findings, and laboratory findings of the 
Gaucher type of Banti’s disease, as given by Brill 
and Mandlebaum, is included in this paper. A 
brief review of the work of Knox, Wahl, and 
Schmeisser is also given. E. C. Roos. 


Garbat, A. L.: Sodium Citrate Transfusions; a 
Study of 100 Cases. J. Am. M. Ass., 19109, 1xxii, 1. 


Garbat reports the results of too blood trans- 
fusions by the sodium citrate method on 68 patients. 
The technical points of importance are: 

1. A large caliber cannula is used to receive the 
blood from the donor so that the required quantity 
of blood is obtained in as short a time as possible. 

2. A large cannula is also used for the recipient 
with the same object in view. Naturally, there are 
limitations to this rate, depending on the particular 
illness or condition of the patient; for example, 
cardiac or pulmonary disturbances demand a 
slower current of blood, etc. 

3. The blood should be kept at body tempera- 
ture while it is outside the body and kept outside 
the body as short a time as possible. This can be 
assured by transferring the blood from the recep- 
tacles in which it was collected into Erlenmeyer 
flasks or bottles, and these can be placed in a basin 
of warm water. Lewisohn has recently advised the 
use of vacuum bottles. 

4. Although it is absolutely essential to keep 
stirring the blood and citrate solution so as to mix 
them thoroughly and thus prevent coagulation, it is 
equally important not to stir too vigorously in fear 
of the possible physical destruction of the various 
blood constituents. 

5. The sodium citrate must be chemically pure 
and the water in which it is dissolved freshly dis- 
tilled. 

In all his cases the usual agglutination and 
hemolysis tests were done as a preliminary step. 
In no case was an incompatible blood employed. 
The results of the transfusions showed that blood 
tests in vilro were an absolute index to the com- 
patibility of the blood in vivo, as no symptoms of 
blood destruction, such as hemoglobinuria, were 
obtained. In case of an emergency, the author 
would not hesitate to do the transfusion even 
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though it were impossible to test the blood before- 
hand. The macroscopic method was employed in 
making the agglutination and hemolysis tests; 0.15 
ccm. of serum (3 drops) from the patient was mixed 
in a small test tube with 0.05 ccm. (1 drop) of a 
10 per cent red blood cell emulsion from the donor 
and vice versa. The mixtures were incubated for 
three hours, placed in the ice box for twenty-four 
hours, and then read. If the result was doubtful, 
the mixtures were examined microscopically. 

As to the question of reactions after the sodium 
citrate method, the author states that in his series 
of 100 transfusions, 48 per cent were associated with 
no reaction whatever; 10 per cent had practically 
no reaction excepting a rise in temperature of 1 to 2 
degrees for several hours; 42 per cent showed a 
definite reaction consisting of chilly sensations or 
chills, and fever; and in the severest types, vomit- 
ing. Of the 42 per cent, there was a rise of tempera- 
ture up to 103 to 105° in 8; up to 102 to 103° in 19; 
and up to 1o1 to 102° in 15. Many of these tempera- 
tures remained elevated only for a number of hours, 
and came down rapidly by a form of crisis; in the 
others the fever came down by lysis; and three or 
four days were required until the normal point was 
reached. 

It is his belief that with the sodium citrate meth- 
od the percentage of reactions is undoubtedly higher 
and possibly severer than with the other methods, 
but at no time are they harmful. 

The one accident to be considered in this method 
is the possibility of clotting. This danger can be 
overcome by stirring the blood and sodium citrate 
constantly, thoroughly, but gently, and second by 
employing a 0.25 per cent mixture, that is, 50 ccm. 
of a 2.5 or even 3 per cent solution of sodium 
citrate to 450 ccm. of blood, and finally by filtering 
the blood through several layers of gauze into the 
infusion apparatus. 

In his series 28 transfusions were performed for 
acute hemorrhage. There were three deaths, one in 
a woman with severe uterine hemorrhage associated 
with pregnancy and a marked nephritis; the second 
in a young man with a severe gastric hemorrhage 
following gastro-enterostomy for ulcer, and the 
third in a old man with severe hemorrhage from a 
papilloma of the bladder. 

In the cases of pernicious anemia, 33 transfusions 
were performed on 15 patients. Of this number 
three died within a few hours or days; two showed 
improvement for several days and then the anemic 
symptoms rapidly reappeared and the patients 
died; the other ten patients all showed progressive 
improvement following one or more transfusions. 
It isa well-known fact, however, that no cases of true 
pernicious anemia have been permanently cured 
by transfusion alone. In his ten patients, life was 
undoubtedly prolonged. He cites one case, a woman 
of fifty, who received a direct transfusion of 900 ccm. 
of blood. Three weeks after, the severe anemic 
symptoms recurred. The patient refused tranfusion 
because of the difficulties of the operation and the 
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lack of lasting improvement. A sodium citrate 
transfusion of 1,000 ccm. of blood was given in the 
guise of a medicated saline infusion. The improve- 
ment was so marked that the transfusion was 
repeated in three weeks. Two years have elapsed 
since then; the woman is up and about attending to 
her housework and apparently perfectly well. 

In four cases of lymphatic leukemia six trans- 
fusions were given and one transfusion in a case of 
myelogenous leukemia. While the transfusions did 
not result in cure in these cases, they gave a stay of 
proceedings in some instances. 

Hemorrhagic conditions for which transfusion 
is employed include: (a) hemophilia; (b) hemor- 
rhagic diseases of the newborn; (c) purpuras; and 
(d) secondary hemorrhagic diseases complicating 
such conditions as prolonged jaundice, grave 
anzmias, leukemia and severe infections. He has 
found the sodium citrate method especially adapted 
to these conditions. 

He has found transfusion of value as a preliminary 
step to severe operations on under-nourished pa- 
tients. 

The possibility that blood from a healthy donor 
may be employed to overcome the effects of various 
types of poisons was one of the earliest great ex- 
pectations from transfusions. The poisons may be 
subdivided as follows: 

1. Bacterial infections with: bacteremia, as in 
endocarditis, infections with pyogenic organisms, 
typhoid, etc.; toxemia only, as in diphtheria, peri- 
tonitis, etc. 

2. Chemical, as in diabetic coma, acute gas 
poisoning, and acute yellow atrophy of the liver. 

Five patients suffering from subacute infective 
endocarditis were transfused. None of the patients 
ultimately recovered, but the transfusions had a 
very marked beneficial effect on all of them and 
undoubtedly prolonged life. 

As for infections with pyogenic bacteria, there 
was a case of staphylococcus bacteremia associated 
with osteomyelitis. The patient was a boy of twelve 
with a bad infection of the tibia that resulted in a 
severe grade of anemia. Resection of the lower end 
of the tibia did not bring about cure. Three weeks 
later a transfusion of 600 ccm. of blood was under- 
taken with splendid results. In six weeks the boy 
gained 16 pounds in weight, the hemoglobin went 
up from 39 to 65 per cent, and the leg was prac- 
tically healed. 

In two cases of hemolytic streptococcus sepsis 
associated with intra-uterine infection, repeated 
transfusions gave only a slight temporary improve- 
ment and the infections progressed to a fatal issue. 
A similar result occurred in a child of five with 
diphtheria, who had received a large dose of anti- 
toxin, but in spite of which showed evidences of a 
severe toxemia. He was bled and then transfused 
with 300 ccm. of citrated blood. No change in the 
condition was noted and the patient died. 

As for chemical poisons, the author’s experience 
was limited. 
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It is his conclusion that the sodium citrate meth- 
od should, except only in special instances, be 
adopted as the routine method, since both ‘the 
clinical and the laboratory findings support this 
view. G. W. Hocure1n. 


Guillaume, A. C.: Blood Transfusion and the 
Application of Recent Methods in the Treat- 
ment of Obstetrical Hemorrhage (La trans- 
fusion du sang; les nouvelles méthodes envisagées 
dans leurs applications au traitement des hémor- 
rhages en obstetrique). Arch. mens. d’obst et de 
gynéc., Par., 1918, vii, 2¥7. 

Guillaume reviews the history, indications, and 
methods of blood transfusion, with particular view 
to its application and value in obstetrics. The sud- 
den and alarming hemorrhages occurring in the 
course of pregnancy and labor necessarily call for 
a method with a simple technique, which is applic- 
able for use not only in a hospital but also in the 
home of the patient. The various methods now in 
vogue are considered from this standpoint, and in- 
clude the use of citrated and paraffinated mixtures 
for obviating accidents of coagulation. 

Guillaume thinks that in spite of the progress 
made during the last few years, there is still some- 
thing lacking in all the methods of transfusion which 
have been proposed. They need a closer approx- 
imation to pathological indications. There are 
three facts which arrest the attention: 

1. Immediate death in hemorrhage is especially 
due to failure of circulating blood. 

2. Death occurring secondarily in the post- 
hemorrhagic period cannot be attributed to the 
lack of serum alone, but rather to hematopoietic 
complications. 

3. If artificial serum or blood serum raises the 
blood-pressure and increases the amount of circulat- 
ing fluid, they have no action on hematoipoiesis; 
on the other hand, the red and white corpuscles 
furnish those elements which stimulate the hema- 
topoietic functions. 

The conclusion drawn from those observed facts 
is that there are two important factors in restoration: 
the volume of the transfused blood, and the number 
of blood-cells. 

Transfusion of whole blood would appear to be 
the method of choice if it were established that 
there was a strict relationship between the number 
of cells and the volume of liquid holding them in 
suspension. But clinical and experimental results 
show that this is not so. Hédon and also Blech- 
mann have shown that the number of cells trans- 
fused and the quantity of serum are not in the same 
relation as exists in the blood, and that the pro- 
portion of cells does not reach that existing in 
normal blood. Guillaume therefore thinks that a 
dilution of blood in serum is, of all the methods 
destined to combat hemorrhage, that best cal- 
culated to solve the problem. But the exact pro- 
portion of the injected mixture of blood plus serum 
is yet to be determined. 
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A simple instrumentation for rapid and sufficient 
transfusion is obtained by a modification of the 
Jeanbrau ampulla or the Folley tube, increasing 
their capacity; and it is not necessary to use paraffin 
or sodium citrate, as physiologic serum 8 per 1,000 
serves perfectly for the cells and hinders coagulation. 
An ampulla first partly filled with serum receives 
the quantity of blood from the donor. The mixture 
is shaken and the ampulla contents can be im- 
mediately re-injected. The operation is con- 
siderably simplified as it is not necessary to remove 
from the donor a volume of blood necessary to re- 
establish the blood-pressure but only the number of 
cells necessary for blood regeneration. 

W. A. BRENNAN. 


BLOOD AND LYMPH VESSELS 


Babinski, J., and Heitz, J.: Traumatic Obliteration 
of Arteries (Les oblitérations artérielles trau- 
matiques). Arch. d. mal. du cewur, Par., 1918, xi, 
481. 

The authors have had the opportunity of examin- 
ing many of the war wounded and have noted the 
frequency of lesions of the principal arteries of the 
upper and lower limbs. Eighty-eight cases were 
examined showing an injury to the principal artery 
of the upper limb, and 18 similar cases in the lower 
limb. 

The authors find that arterial obliterations are 
relatively frequent in limb wounds. In some cases 
the hemorrhage has necessitated an immediate or 
secondary ligature; but very often the hemorrhage 
has stopped spontaneously. When a subsequent 
dissection is made, either an impermeable fibrous 
ring several centimeters long is seen, or there are 
vestiges of sclerous tissue in which the artery is 
hardly recognizable. As a further result there is 
the secondary obliteration of numerous collateral 
branches which makes re-establishment of circula- 
tion difficult. There may be absence of peripheric 
pulsation for eighteen to twenty-four hours after 
injury. 

In the upper limb absence of the radial pulse is 
especially frequent after injury to the axillary or 
humeral vessels. Similarly in the lower limb pedal 
or tibial pulsations are absent after popliteal or 
femoral injuries. 

Generally the systolic pressure is found weakened 
in the ir§ured side. A difference greater than 1.5 
cm. Hg. between the systolic pressures of the op- 
posite limbs appears to be pathognomonic of an 
obliteration of the principal arterial trunk of the 
limb, if aneurism can be excluded. 

Finding the amplitude of the oscillations by the 
Pachon apparatus is a suitable method of detecting 
circulatory trouble. But the hot bath test is a 
necessary complement. This is a good means to 
differentiate between obliteration and arterial 
spasm; when there is only vasoconstriction the 
oscillations approximate those of the healthy limb 
but when there is obliteration, the oscillations are not 
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modified or are only very slightly modified during 
weeks or months. 

In many cases, especially in the lower limb, the 
circulation becomes almost normal, but there are 
cases where the circulation remains far from normal, 
there being a difference of from 3 to 6 cm. Hg. be- 
tween the pressures, with very weak amplitude of 
oscillations, etc. In the recovered cases there is 
undoubtedly a development of collateral anastomo- 
ses, the failure of this development being the cause 
of the poorer circulation in other cases. 

Later the authors will treat of the functional 
disturbances due to traumatic arterial obliterations. 
Their present article is accompanied by a number of 
tables giving the details of the vascular lesions in 
the cases they studied. In the upper limb cases 
the subclavian artery was occluded twice, the axilla- 
ry 27, and the humeral artery 59 times. In the lower 
limb cases the popliteal and femoral arteries were 
each occluded 9 times. W. A. BRENNAN. 


Villandre, C.: Traumatic Aneurism of the Ex- 
ternal Iliac Artery (Anévrisme traumatique de 
Vartére ilique externe). Paris chirurg., 1918, x, 111. 

In his war service Villandre recently operated up- 
on two aneurisms, one of the external iliac artery, 
the other of the axillary artery immediately below 
the clavicle. 

The iliac aneurism was immediately above the 
epigastric artery covering the anterior face of the 
artery and vein. The sac involved a part of the wall 
of the iliac vein. A quadruple ligature was necessary, 
as if it had been an arteriovenous aneurism. The 
epigastric and deep iliac circumflex also had to be 
tied. Hemostasis was perfect and the aneurismal 
sac was totally removed. The aneurism was em- 
bedded in the sheath of the psoas muscle and strongly 
adherent to the bladder and ductus deferens. It 
was very difficult to isolate the iliac vein. 

To reach the site of the axillary aneurism a tem- 
porary section of the clavicle was necessary. The 
subclavian muscle as well as the clavico-axillary 
aponeurosis and lesser pectoral were also sectioned. 
This large opening permitted the placing of liga- 
tures on the subclavian and axillary. Isolation of 
the brachial plexus nerves was very difficult. Venous 
and arterial ligatures were necessary, and as in the 
previous case, quadruple ligature was made with 
partial resection of the sac. It was not necessary to 
ligate the collateral arteries. Haemostasis was per- 
fect. 

In these operations the author found it impossible 
to apply the conservative methods of aneurismorrha- 
phy of Matas or of angiorrhaphy of Soubottich. 
Resection of a vascular segment was necessary to 
avoid recurrence and to protect the nerves in the 
vicinity. There was no gangrene. The author 
thinks that this was due to the fact that both aneur- 
isms were old and that collateral circulation was 
well established. 

Aneurisms of the external iliac are not frequently 
seen, and quadruple ligature of the artery and vein 











GENERAL SURGERY — MISCELLANEOUS 


at the head of a limb almost always results in gan- 
grene. The fact that both these cases were followed 
by excellent results is the reason that the author 
reports them. W. A. BRENNAN. 


POISONS 


Chauvin, E.: Note upon Localized Tetanus of the 
Limbs (Note sur le tétanos localisé des membres). 
Rev. de chir., Par., 1918, lv, 327. 

Several cases of tetanus limited to the limbs and 
not becoming generalized have been reported since 
the beginning of the war. The author reports 5 
cases in detail. Etiologically there are three facts 
met with in these cases: (1) the tetanus is subse- 
quent to a wound in the affected limb and contrac- 
ture is established where infection is localized; (2) 
the appearance of the tetanus is generally late; 
(3) in the great majority of cases the patient had 
received one or several injections of antitetanic 
serum. Although a few cases are recorded prior to 
serotherapy, the multiplication of cases since the 
employment of serum furnishes a reason for con- 
sidering localized tetanus a consequence of preven- 
tive serotherapy. 

Diffusion of the tetanus toxin through the body 
fluids is made impossible by the circulating anti- 
toxins. 

If immunization of the system is incomplete and 
the tissues immediately surrounding the traumatized 
region are permeable, a period of more or less severe 
general infection may precede the secondarily 
localized form or accompany it during its whole 
duration. W. A. BRENNAN. 


Marquis, E., Clogne, R., and Didier, R.: Reactions 
in Gas Gangrene (Contribution 4 l'étude des 
réactions de l’organisme dans le gangrene gazeuse). 
Bull. et mém. Soc. de chir. de Par., 1918, xliv, 1645. 

In a number of cases of gas ganzrene the authors 
have made a detailed study of the blood and urine, 
either immediately on receipt of the patient or dur- 
ing the course of the case. 

In the blood a marked hypo-alkalinity is always 
found. The average gives 2.66 per thousand and is 
much below the normal figure of 3.145 per thousand. 
This hypo-alkalinity is proportional to the intensity 
of the infection, and the lower it is, the more un- 
favorable is the prognosis. In the same patient it 
varies according to the intensity of the toxemia. 
The authors’ results confirm Wright’s findings. 

As regards the urine of patients with gas gangrene, 
the authors find that the quantity is always below 
normal; that the coloration is deeper than normal, 
approaching a reddish brown; no traces of albumin or 
sugar have been found; there is a slight hyper- 
acidity; the acidosis of diabetic coma was not 
observed. 

The mean urogenic co-efficient of all patients 
examined was 13 per cent, as against the normal co- 
efficient of 6.5 per cent. This indicates an acid 
intoxication due to hepatic insufficiency. As the 
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cases recover, this co-efficient tends toward the 
normal. 

Gas gangrene cases show decided hyperammoni- 
uria resulting from the inability of the liver to con- 
vert ammonia into urea. There is also an intense 
urobilinurea. 

The increased urogenic co-efficient, the hyper- 
ammoniuria, and the absence of glycuronic products 
show the important part played by the liver in the 
defense of the body during the course of gas gan- 
grene. 

The authors conclude therefore that it is the 
efficiency or inefficiency of the liver which finally 
determines the susceptibility of the body to gangrene 
toxemia, and their clinical observations seem to 
verify this. W. A. BRENNAN. 


Govaerts, P.: Some Experimental Findings on the 
Significance of Septicaeemias (Quelques données 
expérimentales sur la sinification des septicémies). 
Presse méd., Par., 1918, xxvi, 597. 

Govaerts refers to Bull’s experimental studies on 
the inoculation of animals and his finding that it is 
only agglutination which protects an animal against 
a septicemic infection. The author has made fur- 
ther researches along the same lines. He finds some 
difference in the interpretation of the results ob- 
served by Bull. Thus on injecting a rabbit with the 
staphylococcus the number of colonies per cubic 
centimeter of blood undergoes an extremely rapid 
fall in the first minutes following the injection. 
Immediately after the injection the microbes are 
numerous and isolated. Later they become massed 
together with the blood-platelets; this is not a true 
agglutination but rather an arresting of the microbes 
by the blood-platelets, owing to an affinity for them. 

If the pneumococcus is injected into the veins of 
a rabbit, there is no such action of the platelets in 
gathering up the microbes, which remain free and 
isolated in the circulation; however, on making 
a pneumococcic injection in the same way in a dog, 
the masses of platelets with the arrested microbes 
are found and the pneumococci disappear from the 
circulation. Hence there is a species of natural 
immunity, and the blood-platelets have a very 
important function somewhat analogous to that 
of the phagocytes. 

Applying the experimental findings to the study 
of septicemia, the author states that septicemia 
is not due to the virulent nature of the invading 
microbe, but is rather due to the stability which it is 
able to maintain in the blood. If a microbe is able 
to remain stable against the immunizing action of 
the blood-platelets, it fulfils the essential condition 
for septicemic infection. The degree of intensity 
of a septicemia depends upon the aptitude of the 
microbe to multiply in the blood. 

The author discusses the causes which determine 
stability or instability of a microbe in the circulating 
blood. These depend on the conditions concerning 
the microbe, as well as the blood-platelets, a special 
function of which appears to be to fasten upon 
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foreign substances circulating in the blood. The 
physico-chemical laws acting in such biologic 
phenomena are known, and inability to agglutinate, 
resistance to phagocytosis, and aptitude to produce 
a septicemia are consequences resulting from the 
existence of certain physical qualities of certain 
microbes, especially the streptococcus, the staphy- 
lococcus and the bacillus perfringens. 

The conditions under which a microbe which per- 
sists in stable suspension in the blood can be im- 
munized is a problem of great therapeutic interest. 
There are two forms of instability which differ 
morphologically. First, thereis the instability toward 
the elements of the blood which is seen as natural 
immunity and expressed by the affinity between the 
microbes and the blood-platelets. There is also 
the instability toward the blood plasma which is 
observed particularly in the phenomena of 
agglutination. 

The author thinks that researches on the thera- 
peutics of septicemia should follow the line which 
has already given good results ,i. e., the injection of 
agglutinating sera. For bringing about instability 
of the microbes toward the elements of the blood he 
thinks that the blood-platelets can be modified 
by the injection of colloidal metals, etc., in such a 
way that an affinity is set up between platelets and 
the microbes in the blood, i.e., that the physical 
character of the blood can be modified by the intro- 
duction of chemical substances. Much has already 
been determined along this line, but more work has 
to be done. W. A. BRENNAN. 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 
ee, J.T., Dragstedt, L. R., and Dragstedt, 
. A.: Some Results from the Experimental 
Study of Intestinal Obstruction. J. 
M. Soc., 1919, ix, 8. 

According to the authors, it is noted clinically that: 

1. Any obstruction of the gut leads to adverse 
symptoms and complete obstruction to death. 

2. In obstruction of the upper end of the small 
intestine, there is a more rapid onset of symptoms 
and greater fatality than in cases of obstruction 
in the lower part of the small intestine, and still 
lesser effect when in the large intestine than when 
in the small. 

3. Bacteremia rarely, if ever, is found. 

4. The symptoms point to a rapidly developing 
severe toxemia. 

As to the origin of toxic substances, the authors 
enumerate as possibilities considered: decomposition 
of food material in the lumen, normal secretion 
perverted by bacterial action, re-absorption of 
toxic excretions which may be neutralized in their 
passage down the bowel if not prevented by ob- 
struction, normal intestinal cell activity perverted 
to produce a toxin, disturbance of a possible internal 
secretion producing function of the intestinal 
mucous membrane, and simple autolysis or autolysis 
with bacterial decomposition of mucosa cells. 


Towa St. 
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The closed loop method was used. In this a 
portion of the intestine is resected, without inter- 
ference with blood supply, closed at both ends, 
and dropped back into the abdomen. The continuity 
of the intestinal tract is established by end-to-end 
anastomosis. This gives rise to all the symptoms of 
an acute obstruction in a corresponding segment of 
bowel in 99 of every 100 animals. The survival 
averaged three days for the duodenum, seven days 
for the jejunum, fourteen days for the ileum, and 
three months for the colon. Short loops are more 
rapidly fatal than long ones. 

With sterilization by ether washing of these 
closed loops, no symptoms of obstruction occurred. 
The blood supply of such a loop may be shut off 
and the loop undergo a complete autolysis without 
effect on the animal. 

The resected loop may be left open and about 50 
per cent of the dogs will live. In those instances 
in which the ends are closed by adhesions or sub- 
sequent surgical means the toxemia of obstruction 
develops in those dogs only in which the loop was 
non-sterile. 

Non-sterilized open loops after draining freely 
into the peritoneal cavity become more completely 
sterile than those washed with ether. Non-sterile 
closed loops become black, gangrenous, and dis- 
tended with a foul brown fluid, which is lethally 
toxic for normal animals in 10 to 15 ccm. doses. 

The author concludes that autolysis induced by 
injury to the mucous membrane with bacterial 
decomposition is the basis of the toxemia. The 
anemia induced by the distention and interference 
with the blood supply leads to the autolysis. There 
is some evidence that the toxins are similar or 
identical with amines. 


ROENTGENOLOGY 
Taylor, H. D., Witherbee, W. D., and Murphy, 


J. B.: Studies on X-Ray Effects; Destruc- 
tive Action on Blood Cells. J. Exp. Med., 
I91Q, XXix, 53. 


Since it is not possible to estimate the dosage 
employed in most of the older experiments concern- 
ing the effect of the X-rays on the blood, because 
gas tubes were used, since only a few blood counts 
have been published in these cases and their signifi- 
cance has not been adequately explained, and since 
the X-rays are now being used with increasing 
frequency in therapeusis, it seemed important to 
obtain accurate information regarding the response 
of the blood to X-rays. With this purpose the fol- 
lowing experiments were made: 

Eight areas, comprising both flanks of a Shetland 
pony, about eight years old, were successfully 
exposed in a single day to unfiltered X-rays generated 
by a Coolidge tube. 

Experiments were made ona healthy adult monkey, 
a full grown cat, a guinea-pig, ten normal adult 
white rats, five white mice, and three rabbits. 

In two experiments on mice a gas tube had been 
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used to generate X-rays. The dose was necessarily 
indefinite and the only measure of the comparative 
amount of the X-rays received by each animal 
consists in the constant established by the fact 
that the mice included in each experiment were 
exposed simultaneously and for the same length of 
time. These experiments are included because they 
demonstrated the tendency of the circulating 
lymphocytes to decrease in number after animals 
had been exposed to the X-rays generated by gas 
tubes and because this decrease was, in many ways, 
similar to that observed in other experiments. 
Furthermore, there is a definite relation between 
the response of the various animals in a series, as 
determined by blood counts, to X-ray treatment. 

The immediate effect of the X-rays, in the dosage 
employed in these experiments, is a sudden decrease 
in the circulating lymphocytes, evident in every 
curve and table in the series. The curves all represent 
total numbers of lymphocytes, small and large 
varieties combined, per cmm. of blood. When the 
lymphocytes are studied in terms of percentage of 
total white blood cells, the results are not so striking, 
and while in most instances there is a definite fall 
in percentages as well as in actual numbers of these 
cells after X-ray treatment, an occasional instance 
is encountered where the change is slight or absent. 

These studies bring out the following summary: 

1. X-rays in large doses affect the lymphocytes 
before any of the other circulating cells. 

2. There is a sharp fall in the total number of 
circulating lymphocytes, which is complete forty- 
eight hours after X-ray treatment. 

3. Following the immediate decrease in the cir- 
culating lymphocytes there is a primary rise, 
followed by another fall, which in turn is followed 
by a permanent rise of these cells to normal. 

4. The effect of the X-rays on different species of 
animals varies considerably, but in those studied 
the selective action on the lymphocytes was in 
all instances apparent. 

5. When several animals of the same species 
are given the same dose of X-rays, the effect on the 
circulating lymphocytes seems to be quantitatively 
parallel, when determined by blood counts. 

6. The polymorphonuclear neutrophilic leucocytes, 
when affected at all, increase in number immediately 
after the administration of the X-rays and then tend 
to decrease below their normal level. This decrease 
is followed by a return to normal many days before 
the lymphocytes reach their original level. 

7. The other cells of the blood follow the neutro- 
philic curve. 

8. Percentage figures, as determined by differen- 
tial blood counts, do not give an accurate indication 
of the effect of the X-rays. It is only when these 
are multiplied by the total white blood count that 
a figure, representing the total number of cells of 
the series per cmm. of blood, is obtained, which 
varies to the stimulus in a constant manner, the 
variations being practically quantitative. 

GeorcE E. BEILBy. 
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Thomas, M. M., Taylor, H. D., and Witherbee, 
W. D.: Studies on X-Ray Effects; Stimulative 
Action on the Lymphocytes. J. Exp. Med., 
IQIQ, XXix, 75. 

The authors have reported on the destructive 
action of X-rays on the circulating lymphocytes, 
confirming and extending the earlier work on this 
subject. It was noted by Murphy in his studies on 
X-ray effects that while large doses destroyed, a 
small dose of X-rays would bring about a stimulation 
of the lymphocytes. This observation was later 
applied experimentally. In the earlier experiments 
the older type of X-ray tube was used, and it was 
practically impossible to establish a standard and 
uniform dose. With the introduction of the Coolidge 
tube the difficulty was eliminated to a large extent, 
and there was an opportunity to check this observa- 
tion and extend it. 

Mice have not been used here as in the previous 
experiments for the reason that blood counts could 
not be made on these animals more frequently than 
once a week without causing too marked a fluctua- 
tion. 

Brown rabbits of the same relative size were 
used in the nine experiments. All the animals 
were kept in separate cages. Several blood counts 
were made on these normal rabbits, and they were 
then exposed to the ray of a Coolidge tube. A dose 
of low penetration was applied to the dorsal area: 
the spark-gap measured seven-eighths inch, the 
milliamperage was 25, the distance from the target 
to the back 8 inches, and the time of exposure 20 
minutes. The temperature 8 inches from the 
target was 31° C. In almost every case a blood 
count forty-eight hours after exposure showed a 
slight drop in the lymphocytes. 

A comparative dose of filtered X-rays was used 
also on a smaller number of brown rabbits (spark- 
gap 6 inches, mulliamperage 5, distance from the 
target to the back 10 inches, time 26 minutes and 57 
seconds). The rays were filtered through 3 mm. of 
aluminum. The animals were exposed in the same 
way over the dorsal area and kept under the same 
conditions as those of the preceding experiments. 

As a result of these discussions the authors 
reached the following conclusions: 

It is of interest in these experiments that the 
X-ray dose used was of low penetration, the spark- 
gap being under an inch. The use of a larger spark- 
gap with apparently the same dose of X-rays did 
not give a stimulation. This suggested that the 
effect on the lymphoid organs is not the result of a 
direct action of the rays but is secondary to changes 
brought about either in the circulating blood or in 
the superficial tissues. The amount of X-rays 
penetrating the deeper structures with this dose 
must be infinitesimal. 

Another question arises as to the nature of the 
energy generated by the X-ray tube operated upon 
so small a spark-gap. This point has not yet 
been taken up, but it is conceivable that other 
factors than the pure X-rays may play a part. 
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The results obtained in this small series of animals 
would not in themselves be accepted as conclusive 
evidence but are of interest principally as a parallel 
to these historical studies. It is conceivable that a 
marked stimulation may be taking place in the 
lymphoid organs without a proportionate number 
of these cells being thrown into the circulation. 
The question in itself offers an interesting problem 
of just what determines the number of cells in the 
circulation. It is well known that individuals with 
normal counts react differently in the number of 
cells thrown into the circulation in response to 
infections. So here, even with marked stimulation 
taking place in the lymphoid tissue of the glands 
and spleen, in only a part of the animals perhaps 
could one expect this stimulation to be evidenced by 
an increase in the number of lymphocytes in the 
circulating blood. 
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This study consists of blood counts on nine 
rabbits after an exposure of X-rays of a seven- 
eighth inch spark-gap, milliamperage 25, distance 
from the target 8 inches, and time of exposure 20 
minutes. 

In seven of the nine animals there resulted an 
increase of the circulating lymphocytes. In five of 
these the increase was marked and in two others 
definite but not striking. 

Of the two animals which showed no stimulation 
one showed marked fluctuation of counts both be- 
fore and after X-rays, and the other little or no 
change. 

The higher penetrating dose (6 inch spark-gap, 
milliamperage 5, distance from the target 10 
inches, time 26 minutes, and 57 seconds), given to 
two animals produced no appreciable stimulation. 

GeorcE E. BEILBy. 


MILITARY SURGERY 


Norte.- 


Readers are referred to the Table of Contents for other articles dealing with military surgery which ap- 


pear under the various headings according to our anatomical arrangement. 


Conclusions Adopted at the Fifth Interallied 
Surgical Conference for the Study of War 
Wounds: (Conference chirurgicale interalliée pour 
’étude des plaies de guerre; conclusions adoptées 
dans la quinte session, novembre, 1918). Arch. de 
méd. et pharm. mil., Par., 1918, Ixx, 705. : 


At the fifth session of the Interallied Surgical 
Conference, held at Val-de-Grace, November 18 to 
21, 1918, six questions were discussed and con- 
clusions adopted as follows: 


I. Anesthesia in war surgery: 

1. General anesthesia should be widely employed 
in war surgery. It is the method of choice. 

2. The agents employed, in the order of prefer- 
ence, are: (a) nitrous oxide and oxygen; (b) ether, 
more especially warm ether; (c) ethyl chloride; (d) 
chloroform. Each of these agents should be admin- 
istered in the most reduced dosage. The use of 
chloroform is discouraged. 

3. For the severely wounded and the shocked, 
the anesthetizing methods recommended are: 
nitrous oxide and oxygen; ethyl chloride; local 
anesthesia. In the English and American armies 
warm ether is uSed. 

4. Anesthesia by inhalation is dangerous for the 
wounded who have been exposed to the action of 
toxic gases; spinal anesthesia is then indicated. 

5. In periods of great surgical activity, the anes- 
thesia may be begun by ethyl chloride, being pro- 
longed if necessary by ether. 

6. Local and regional anesthesia are only indi- 
cated for limited operations and in a period of 
reduced surgical activity. 

7. Local anesthesia finds its principal indica- 
tions in cranial injuries; local and regional anes- 
thesia in injuries of the face. 


8. Anesthesia by intubation is indicated for 
wounds of the respiratory passages and the upper 
digestive tract. 

9. For wounds of the chest, general anesthesia 
is the method of choice. In particularly complicated 
cases it may be preceded by local or regional anzs- 
thesia. In the English and American armies nitrous- 
oxide oxygen is used. 

1o. In every anesthesia the greatest care must 
be given to arterial pressure and to the normal colo- 
ration of the face. 


II. Antigangrenous serotherapy: 

1. Antigangrenous serotherapy has given favor- 
able results. 

2. The various forms of the infection demand a 
polyvalent serotherapy. At present the sera em- 
ployed are: anti-vibrion septic, anti-oedematous or 
antibellonensis serum. It is possibly useful to prac- 
tice immunization against other germs. 

3. Preventive serotherapy in the French army 
under different surgeons has reduced the frequency 
of gas gangrene. 

4. Curative serotherapy has given equally en- 
couraging results. 

5. Serotherapy should be practiced early. The 
doses of sera ought to be relatively large or repeated. 

6. They should never be regarded as more than 
an adjuvant to surgery, which is still indicated and 
in no way modified. 

7. Antigangrenous serotherapy appears to be an 
aid to surgery both from the point of view of pre- 
vention and cure. 

The Conference is unanimously of the opinion 
that, from the favorable results obtained in the 
French army, the trial of polyvalent sera should be 
continued. 
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IIT, Wounds of the hip-joint: 

1. The general rules regarding the treatment of 
articular injuries are equally applicable to the hip. 
However, the prognosis of wounds of the hip-joint 
is not so good relatively as in the case of wounds of 
other large joints. The depth of the articulation 
explains this difference; conditions are unfavorable 
for early prognosis, operative intervention, and for 
drainage in case of infection. 

2. Articular wounds without or with only very 
slight bone lesions are amenable to arthrotomy if 
they are seen very soon after injury. The ideal 
arthrotomy includes excision of the trajectory in 
the soft parts, capsular incision, removal of foreign 
bodies, curettage of any bone lesions, cleansing, and 
suture. 

3. Intracapsular comminutive fractures received 
within the first few hours can be treated by a re- 
section of the femoral head and neck carried out as 
economically as possible. 

4. Extracapsular comminutive fractures with 
the fissure radiating to the joint should be treated 
the same as extra-articular fractures, i. e., economic 
removal of the tissues, careful cleansing of the area, 
chemical disinfection or tamponade, and secondary 
suture. 

5. Suppurative coxofemoral arthritis complicat- 
ing intra- or extra-articular lesions calls for resec- 
tion of the femoral head. 

6. Postoperative care after resection, especially 
as regards the position and immobilization, is im- 
portant. It is advantageous that patients walk as 
early as possible, with the assistance of orthopedic 
apparatus. , 

7. The results are good in primary and late 
secondary resections; they are much less favorable 
in early secondary resection during the febrile 
course. 

8. Functional results depend upon the time of 
resection and the amount of bone removed; in gen- 
eral they are very good for intracapsular resections, 
less favorable in trans- or subtrochanteric resections. 


IV. Gunshot wounds of the kidney: 

1. When the local signs, general symptoms, and 
radioscopic examination lead to the conclusion that 
there is an isolated kidney wound without other 
visceral injury, abstention is preferable in the follow- 
ing cases: (a) when the projectile which has caused 
the seton or which remains behind is of very small 
volume; (b) when there is but little hematuria, 
showing a tendency to diminish with time; (c) when 
no large perirenal hematoma exists. In other cases 
it is preferable to operate. 

The indications of partial or total nephrectomy 
are: (a) primary threatening hemorrhage; (b) 
secondary repeated hemorrhages; (c) severe infec- 
tion. During the operation the preservation or 
removal of the kidney will be indicated by the 
condition of the parenchyma. Before a nephrectomy 
the condition of the other kidney should be ascertain- 
ed as far as possible. 
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2. When kidney wounds are associated with 
wounds of other intra-abdominal organs, a lateral 
or median laparotomy is called for, following the 
trajectory of the projectile. Further operation will 
depend upon the indications furnished by explora- 
tion of the kidney region. 

In thoraco-abdominal lesions the lung and kid- 
ney must be treated separately, if possible by the 
thoraco-abdominal route of approach, carefully 
closing the diaphragm so as to isolate the two areas. 

The following additions to these conclusions were 
requested by Fullerton: 

1. In kidney wounds, ‘in addition to the local 
lesion, attention should be given to the necrosis 
produced in the area supplied by the _ blood- 
vessels in the neighborhood of the hilum and 
parencyhma. 

2. The function of an injured kidney to which 
conservative treatment has been given tends to 
become re-established, provided infection can be 
prevented or stopped. 


V. Gunshot wounds of the hands: 


1. The treatment of wounds of the hand follows 
the general laws of the treatment of war wounds. 
Conservative methods should be followed as far as 
possible. 

2. Immediate operations should be economic, 
permitting union by first intention, with surgical 
restoration of the tendons and nerves. 

3. A limited amount of bone resection may be 
practiced in order to obtain a supple and well- 
situated scar. Good cicatrization and mobility of the 
tendons and joints are more important than com- 
plete preservation. 

During cicatrization it is necessary to immobilize 
the injured area in good position; but there should be 
immediate passive or active movement of all the 
healthy parts, and mobilization of the injured area 
should be begun as early as possible. 

4. After cicatrization, further attention should 
be paid to mobilization. 

5. Bone or joint injuries of the fingers should be 
treated in the same way as similar injuries in the 
large segments of the limbs, i.e., by surgical clear- 
ance and primary or early secondary suture. For 
the thumb, an articular resection is always to be pre- 
ferred to amputation. 

6. When a finger shows complete rigidity without 
possible mobilization, it should be amputated. Re- 
section of the head of the corresponding metacarpal 
is indicated, especially after disarticulation of the 
index and little finger. 

7. In metacarpal fractures total surgical clear- 
ance is necessary and should preferably be done by 
the dorsal route. 

8. In carpometacarpal lesions, resection will gen- 
erally be limited to the bones injured. 

9. Section or loss of substance of the tendons 
should be repaired by the usual techniques, varying 
according to the site and extent of the lesions. New 
adhesions after tendon reconstitution offer the 
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greatest obstacle to mobility. Immediate and con- 
tinuous mobilization is a good method of avoiding 
them. 


VI. Arteriovenous aneurisms: 

1. Except in rare cases, arteriovenous aneurisms 
do not disappear spontaneously. 

2. They must be surgically treated because of the 
possibility of later complications, especially ‘in the 
case of the lower limb. 

3. Operation, except when there are urgent indi- 
cations furnished by the rapid increase in size or by 
the aggravation of functional disturbances, should 
be deferred until after the second month. 
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4. The ideal operation consists in separation of 
the two vessels and lateral suture of the vascular 
orifices. 

5. When the vascular orifice comprises more than 
half the circumference of the vessel and the altera- 
tion of the vascular walls does not exceed 3 cm., 
resection and end-to-end suture is the method of 
choice. 

6. When conservative treatment is not possible, 
extirpation of the two anastomosed vascular seg- 
ments is the best means of treatment. 

7. When the preceding operations cannot be 
done, quadruple ligature should be practiced. 

W. A. BRENNAN. 











GYNECOLOGY 


UTERUS 


Schwarz, O. H.: The Pathology of Chronic Metritis 
and Chronic Subinvolution. Am. J. Obst., N. Y., 
1910, Ixxix, 63. 

In general the author’s views coincide with 
those of Shaw. The pathological classification of 
Shaw, namely, chronic. subinvolution, chronic 
metritis, and hypertrophy, is an ideal one. A 
large percentage, over 85 per cent, may be placed 
in one or the other of the above groups. In a small 
percentage, however, there is a distinct overlapping 
which concerns chiefly the groups of chronic metritis 
and chronic subinvolution. In the author’s series 
12 per cent of the cases were classified as a combination 
of these two conditions. 

Chronic subinvolution alone is by far the most 
frequent cause of enlarged uteri, causing hemorrhage, 
pain, or leucorrhoea. 

Thickness of the uterine wall is due, in order 
of importance, to an increase of the elastic tissue, 
oedema and liquefaction of the connective tissue, and 
hypertrophy or enlargement of the individual cells. 

Chronic metritis, as a true inflammatory condition 
does exist; it is frequently responsible for the 
symptoms in these enlarged uteri. Locally, it is 
never a primary disease; it is secondary to chronic 
endometritis, chronic salpingitis, or chronic in- 
flammation within the pelvis. 

Chronic subinvolution and chronic metritis may 
co-exist in the same uterus. 

Hypertrophy of the uterus has a pathological 
basis of its own; it may occur in the multiparous 
as well as in the nulliparous uterus. 

Chronic pelvic inflammation is seen occasionally 
only in connection with chronic subinvolution; 
and, therefore, other factors must play a greater 
réle in the production of this condition. In the 
38 cases of the author’s series, there were only 6 
that showed inflamed appendages. Only 7 had 
chronic endometritis. 

The thickness of the wall, in the majority of 
cases of chronic metritis and chronic subinvolution, 
is due, partially, to the increase of the musculature. 

The term “chronic metritis,’’ used clinically, should 
be abolished. The term “chronic subinvolution” 
might be substituted in cases of multiparous uteri 
which are definitely enlarged and cause symptoms 
without evidence of pelvic inflammation. This 
would probably include over 80 per cent of uteri 
which, pathologically, show signs of chronic sub- 
involution. The term ‘“‘chronic metritis’ might be 
applied to those cases in which there is evidence of 
pelvic inflammation in connection with a more or 
less immovable uterus. This would in all probability 
embrace a greater portion of cases of true chronic 


metritis, as well as those in which there is a distinct 
overlapping of both conditions. 
Epwarp L. CorNneELL. 


Carlaw, C. M.: Sacropubic Hernia; Prolapsus 
Uteri. J.-Lancet, 1919, xxxix, 27. 


The author calls attention to the fact that “pro- 
lapsus uteri’ is an erroneous term, and prefers to 
call the condition ‘‘sacropubic hernia.” He then 
reviews the anatomy of the pelvic viscera, calling 
especial attention to the importance of the pelvic 
fascia and its relation to sacropubic hernia. The 
normal position of the uterus and the structures 
that support it are discussed at length; also the 
injuries to those structures, causing prolapse, and 
the clinical features of sacropubic hernize are dis- 
cussed. There is nothing new regarding the anatomy, 
pathology, and etiology of prolapsus uteri. 

In the treatment there are still signs of more and 
more efficient management of prolapse. The author 
states that operation is the procedure of choice, but 
in a limited number of cases the pessary treatment 
will of necessity become the only treatment. 

There are innumerable operations for the cure of 
prolapsus uteri, but the author describes only two, 
which in his hands have given the best results: 

1. Operation for minor or first degree cases, 
usually in women during the child-bearing period. 
This consists in thorough repair of the pelvic floor, 
with repair or amputation of the cervix and an 
intra-abdominal shortening of the round ligament 
after the method of the Simpson-Alexander-Adams 
operation. The round ligaments are by this method 
brought out near the region of the internal abdom- 
inal ring and firmly anchored to the aponeurosis of 
the external oblique muscle. 

2. Operation for prolapse of the second and third 
degrees. ,For the correction of these conditions the 
author prefers the extraperitoneal fixation of the 
uterus by a modification of Kocher’s exohystero- 
pexy. This anchors the uterus, after either remov- 
ing both adnexe or ligating and cutting and bury- 
ing the stumps into the broad ligaments low down 
near the cervix, into the abdominal wall. Since it 
is thus fastened to the peritoneum, muscle and 
fascia, the uterus cannot slide down again, 

If the uterus is very large, the body, or a portion 
of it, may be amputated and the remaining stump 
treated as described above. In these cases hemostasis 
is troublesome and a small drain had best be placed 
in the wound to be removed at the first dressing. 

Perineorrhaphy and repair, or amputation of the 
cervix should of course precede the abdominal 
operation. If the patient’s condition is questionable, 
a two-stage operation had better be done. 

Harvey B. MATTHEws. 
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D’Ernst, R.: Transverse Cuneiform Excision of the 
Uterine Fundus by Beuttner’s Method (L’ex- 
cision transversale cunéiforme du fond de l’utérus 
par le procédé de Beuttner). Arch. mens. d’obst. 
el de gynéc., Par., 1918, vii, 161. 


Removal of the ovaries in young women, often 
followed by severe organic disturbances, is an oper- 
ation with an unfavorable prognosis as regards end- 
results. Every operation on the ovaries in young 
women should therefore have as its basic principle 
a rational conservation. Beuttner’s method is 
based on this principle. It was first described in 
1908, and since then 4o cases have been treated in 
Beuttner’s gynecologic clinic at Geneva. 

The technique followed comprises seven principal 
steps: 

1. Laparotomy and inspection of the abdomen 
and internal reproductive organs. 

2. Bilateral ligature of the uterine and ovarian 
arteries. 

3. Cuneiform excision of the fundus of the uterus 
and hemisection of the fundus. 

4. Closure of the uterus. 

5. Extirpation of the tubes and eventually of one 
ovary or of a fragment of diseased ovaries. 

6. Closure of the broad ligaments or of the meso- 
salpinx; and fixation of the vesical or parietal peri- 
toneum to the wall of the uterus. 

7. Closure of the abdomen. 

The author describes and illustrates each of these 
operative steps. 

Of the 40 cases, 11 were reported by Beuttner in 
1911. The present report gives details of the other 
29 cases. In all of these there were adnexal lesions, 
and in many cases severe uterine lesions. All cases 
were bilateral. In 29 cases the operation was on 
both tubes, and in 22 on one or both ovaries as well. 

Various modifications have been introduced into 
the technique with time. Recently, it became cus- 
tomary to suture the uterus immediately after the 
cuneiform excision of the fundus and before making 
the salpingectomy or adnexiectomy. Many of the 
clinical details and statistical facts gathered from 
the operated cases are reported. 

The immediate results of the 29 operations were 
25 recoveries and 4 deaths; or, counting the 11 pre- 
vious cases, 35 recoveries and 5 deaths. The major- 
ity of the recovered patients have been followed for 
periods varying from some months to years. In the 
25 recovered cases, with one exception, there was re- 
appearance of the menses after operation, but the 
date of reappearance varied. Bimanual examina- 
tion showed the local conditions satisfactory. In 
no case were there any phenomena indicative of an 
early menopause; the general condition of the pa- 
tients was good. 

Beuttner’s method can be decided upon only after 
the abdomen is opened and it is seen to what extent 
the organs can be preserved. None of the 5 deaths 
could justly be attributed to the operation, as the 
histories show there was in every case a concom- 
itant lesion. At autopsy the uterine cavity was 
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never shown to be the starting point of an infection. 
The very satisfactory end-results in the cases sur- 
viving justify Beuttner’s method. 

This method avoids the long hospitalization and 
medical treatment of double adnexitis cases. In 
answer to the objection that a uterus or ovary left 
in situ becomes the site of an acute or chronic in- 
flammation, the author replies that the history of 
his cases over several years has never disclosed a 
metritis or adnexitis. 

The author concludes from his study of these 40 
cases that Beuttner’s method, from the immediate 
and end-results of the operation, from preservation 
of the menstrual period, and from the patient’s good 
general condition, has proved its value, and can be 
applied to even the most difficult cases. 

W. A. BRENNAN. 


MISCELLANEOUS 


Barry, C. C. S.: Analysis of 1,200 Consecutive 
Abdominal Operations Performed for Gyne- 
cological Disease on Burmese Females. /ndian 
M.Gaz., 1918, liv, 5. 

Barry has analyzed 1,200 consecutive abdominal 
operations, performed during the last eight years, 
for gynecological disease of Burmese female patients 
under his charge at the Rangoon General Hospital, 
with a view to discovering whether Burmese women, 
possibly by the influence of a warmer climate and diff- 
erent mode of livelihood, vary materially in gyneco- 
logical disease from women of a more temperate zone 
like England. 

Two hundred and thirty-seven ovarian cysts were 
operated upon, with 8 deaths. The age of the patients 
operated upon varied from seven to seventy-one 
years; only 8 percent of these were unmarried. Every 
kind of ovarian cyst was met with, the proportions 
being very similar to those obtained for white 
races. Twisted pedicle was met in 6 cases, suppura- 
tion in 4, and rupture of the cyst in 2. There was 
one case of complete detachment of the pedicle, 
and 2 cases of ovarian cyst complicating pregnancy 
that were operated upon with good recoveries. Of 11 
solid tumors of the ovary operated upon, 6 were 
sarcomata and 5 were fibromata. 

Operation for pyosalpinx was performed with ex- 
ceptional frequency, due to the great prevalence 
of venereal disease in Rangoon City and nezlect of 
treatment. The author is strongly of the opinion 
that operations for the relief of double pyosalpinx 
are, as a rule, unsuccessful as regards future relief 
from pain and discomfort, if the whole of the infected 
uterus is left behind. Thirty-four cases of pyosal- 
pinx were also treated by vaginal drainage: the end- 
results were disappointing and many cases had to be 
dealt with later by abdominal section for removal 
of the affected fallopian tubes. 

There were 54 cases of ectopic gestation operated 
upon, with a mortality of 4 per cent. There were 
155 operations for hysteropexy, with no deaths. 
Ventrisuspension of the uterus was the operation 
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performed for cases of retroversion of the uterus; 
the majority of the cases were complicated by the 
presence of adhesions, holding the fundus of the 
uterus in Douglas’ pouch. A variety of operations 
for suspending the uterus were tried, of which the 
Baldy-Webster, on the whole, gave the most satis- 
faction. 

There were 7 cases of myomectomy with no deaths. 

There were 199 hysterectomies for fibroids. with 
a mortality of 15 per cent; the youngest patient was 
twenty-two, the oldest seventy years of age. In 60 
per cent of the cases operated upon, one or both 
fallopian tubes were adherent. Inthe author’s 
experience fibroids favor the formation of pyosal- 
pinx; no case of fibroids complicated by pregnancy 
was operated upon. 

Eight supravaginal hysterectomies were per- 
formed for fibrosis of the uterus. In each case the 
bleeding had been prolonged and severe and curette- 
ment, which had been previously performed, had 
only increased the bleeding. All the patients were 
exceedingly anemic. A microscopical examination 
of the uterus showed the muscular tissue to have 
been replaced by an excessive growth of the fibrous 
tissue and the outer and middle coats of the uterus 
to be thickened. 

The author performed the Wertheim hysterec- 
tomy operation for cancer in 47 cases, with a mor- 
tality of 24 per cent; the youngest patient was 
twenty-six and the oldest fifty-eight years. The 
author believes, in so far as Burmese women are 
concerned, that the incident of this form of cancer 
follows the same rules, both in frequency and other 
characteristics, as in females of fairer races. Twelve 
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cases were operated upon for sarcoma of the uterus; 
the youngest patient was twenty-two and the oldest 
fifty. 

There were 13 cases of cesarean section, with 2 
deaths; all the mothers recovered and 2 children 
survived. 

As a patient, the Burmese woman behaves excel- 
lently; she is of a cheerful disposition, and her 
habits are cleanly. Oral sepsis is very rare and 
alcoholic drinking practically unknown. 

With regards to gynecological functions, men- 
struation usually commences about the age of 
fourteen to fifteen years, the period lasts four to five 
days and is in no way excessive. Nearly every 
Burmese woman marries at the age of eighteen to 
twenty years, and large families are common. The 
menopause usually occurs about the age of forty- 
seven to fifty years and is unaccompanied, as a 
rule, with nervous disturbances. 

As regards diseases peculiar to their sex, it appears 
to the author that Burmese women show no marked 
liability to nor immunity from disease, and that 
their ailments are very similar to those of women 
in more temperate climates under more civilized 
conditions of life. 

The mortality percentage is due to the debili- 
tated condition of many of the patients and the 
advanced stage of their disease, further aggravated 
by the necessity of operating without delay. Any 
pre-operative rest in bed is, as a rule, unobtainable, 
for on admission into the hospital the Burmese 
woman is very timid, quite ignorant of hospital 
routine, and therefore suspicious. 

EK. C. ROBETSHEK. 














OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Nubiola: The Extraperitoneal Route in Obstetrics 
(La via extraperitoneal en tocologia). Therapia, 
Barcelona, 1918, x, 642. 


In the case of a primipara aged twenty-eight 
with a badly deformed pelvis in whom labor occurred 
at the normal time, the author attempted to deliver 
by pubiotomy. The deformity was such, however, 
that after sectioning the pubes the head still could 
not pass. The author then did an extraperitoneal 
cesarean operation, delivering the child in good 
condition. The mother recovered. 

The author discusses the advantages and dis- 
advantages of the extraperitoneal as compared with 
the classical cesarean operation. 

The dangers of the extraperitoneal operation are 
possible rupture of the peritoneum, excessive de- 
nudation of the uterus or the bladder, section of 
important vessels and consequent hemorrhage; 
finally, if the peritoneal fold is not accurately 
located, the operation must be completed extra- 
peritoneally. 

The advantages of the extraperitoneal operation 
are that foul uterine contents are not brought in 
contact with the peritoneum; section of the uterus 
is made in the zone of the inferior segment where 
there is little subsequent danger; the section of the 
uterus corresponds to connective tissue spaces and 
dangerous adhesions cannot therefore arise; if the 
case is septic or suspected of being so, this section 
of the uterus has no serious consequences, as drain- 
age is easy. 

In a treatise published by Doederlein in 1917 it is 
stated that in 83 extraperitoneal operations per- 
formed by Roemer the peritoneum was injured or 
ruptured 26 times; Weibel of Wertheim’s Clinic 
says that this occurred in 28 per cent of 67 extra- 
peritoneal cwsareans, but that there were no bad 
~ results following the accident. Bumm had 22 perito- 
neal ruptures in 116 cases. 

As regards the difficulty of finding the peritoneal 
fold so as not to enter the peritoneum, Bumm 
failed to find it 16 times and he therefore operated 
transperitoneally. Doederlein states that out of 
145 cesarean operations commenced extraperito- 
neally, in 8 the peritoneal fold was not found and in 
these a transperitoneal operation was done. In 137 
extraperitoneal operations there were 9 deaths, and 
in the 8 operated transperitoneally there were 3 
deaths, 2 being due to hemorrhage. Kuestner in 
103 extraperitoneal operations, of which 35 were 
infected or infection suspected, lost only 2 patients. 
The mortality of this method after subtracting cases 
of death which cannot be laid to the operation is 
3.34 per cent for the mother and 5.91 for the child. 


The figures show that the operation is practical 
and safe, and that the foetus can be safely extracted 
even in an infected case without risking the life of 
the mother, or resorting to the mutilating methods 
of Porro or Sellheim. 

The author is persuaded that vaginal procedure 
will never become the rule, and that while the 
peritoneal operation will, on account of its sim- 
plicity, be continued to be practiced, the extraperi- 
toneal route will henceforth become more and more 
used. Whether it becomes a general procedure or is 
used only in well determined cases, it has far greater 
indications and rights than embryotomy, etc., which 
should be dropped from the course of obstetrical 
operations. W. A. BRENNAN. 


La Torre, F.: Rupture of the Gravid Uterus and 
Extra-Uterine Pregnancy (Rotture di utero 
gravido e gravidanza extra uterine). Clin. ostet., 
Roma, 1918, xx, 257. 

La Torre reviews the etiology, pathology, diag- 
nosis, and treatment of uterine ruptures and extra- 
uterine pregnancy. Statistics show that their 
occurrence has considerably increased within recent 
times; that the increase may be traced to modern 
conditions of life; and that extra-uterine pregnancy 
especially is a product of modern civilization, 
fatiguing work and long hours favoring this condi- 
tion. 

Chronic adnexal inflammatory lesions also hinder 
the normal movement of the ovum toward the 
uterus; syphilis, tuberculosis, and gonorrhoea alter 
the structure of the ovum and create a veritable 
ovular hydropsy giving the ovum an abnormal 
volume and detaching it from the graafian follicle. 
While in this condition it meets with the spermato- 
zoon, resulting in an ovarian pregnancy. A bio- 
chemical alteration of the ovum itself may be con- 
sidered the primary cause of an ectopic pregnancy. 

W. A. BRENNAN. 


Villanueva, D. F.: The Limits of Mixed or Braxton- 
Hicks Version in the Treatment of Placenta 
Przevia (Sobre limites de ia version mixta o de 
Braston Hicks en el tratamiento+de la placenta 
previa). Arch. de ginec., obst. y pediat., Barcelona, 
1918, xxxi, 263. 

Although mixed version is indicated for the pre- 
vention of hemorrhage in placenta previa, Vil- 
lanueva does not admit that it should be the 
procedure in all cases. 

In face and trunk presentations mixed version 
should be carried out systematically at the oppor- 
tune time; but in vertex presentations it should be 
restricted to emergency cases characterized by con- 
siderable loss of strength owing to repeated hemor- 
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rhages during the latter months of the pregnancy, 
which necessitates a rapid termination of labor. 

Outside of such cases where the condition is fairly 
grave, other measures which the author mentions 
have been found effective. In his practice he has 
found that tamponing the vagina with aseptic 
gauze following the rupture of the membranes is 
distinctly beneficial. This does not inhibit hemor- 
rhage since the gauze does not directly reach the 
bleeding zone, yet it has an indirect effect in dimin- 
ishing hemorrhage, as Villanueva has been able to 
prove in more than one case; it seems to influence 
the contracting power of the uterus and contractions 
are recommenced with greater frequency and in- 
tensity; dilatation is rapid and progresses until the 
head descends and acts by its compression upon the 
bleeding zone, pushing the projecting part of the 
placenta out of its path. If dilatation and descent 
of the head proceed too slowly, injections of 
pituitrin can be resorted to. 

Such measures suffice in medium cases and make 
unnecessary maneuvers which predispose to infection 
in a patient already weakened by hemorrhages. 

W. A. BRENNAN. 


Bonney, V.: Abdominal Evacuation of the Preg- 
nant Uterus Before Viability. Lancet, Lond., 
1918, ii, 518. 

The appreciation of the safety of abdominal hys- 
terotomy in the uninfected uterus has led Bonney 
to classify under three headings circumstances under 
which it is preferable before viability to empty the 
pregnant uterus through the abdomen: 

1. When in addition to evacuation, sterilization 
of the patient is required. In certain cases of preg- 
nancy in tubercular women the uterus should be 
emptied at once and further pregnancy prevented 
by ligating or removing the tubes. Also in val- 
vular disease of the heart with unstable compensa- 
tion pregnancy should be averted as soon after its 
initiation as feasible and further conception ren- 
dered impossible. 

Rarer instances in which it is preferable to com- 
bine evacuation of the uterus with sterilization are 
those cases in which pregnancy is habitually fol- 
lowed by some dangerous disturbance, as nephritis, 
diabetes, hemolytic anemia, or insanity. Finally, 
this operation is indicated in cases of physical de- 
formity incompatible with continued pregnancy, 
as extreme kyphosis. 

The older method of procedure in dealing with 
this class of cases was to evacuate the uterus through 
the cervix, and then to open the abdomen and tie 
off or remove the tubes. Bonney has abandoned 
this practice for years. Instead, having opened the 
abdomen, he incises the uterus through its anterior 
wall, shells out the pregnancy, closes the uterine 
wound with three mattress sutures and a superficial 
continuous suture, and then ligates or cuts off the 
outer halves of the tubes. By this means the pro- 
ceeding is shortened, simplified, and rendered abso- 
lutely aseptic. 
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2. When the pregnancy has advanced to the 
fourth month or over and its termination is urgent. 
The evacuation through the cervix in pregnancy of 
four months requires for delivery of the head exten- 
sive incision of the cervix, and in pregnancy further 
advanced, an incision of the lower pole of the uterus 
from the external os upward to the peritoneal re- 
flection, — the so-called vaginal ca#sarean section. 

This is a formidable operation, for the expert 
alone, and is attended with a greater danger of in- 
fection. For these reasons he has long employed the 
abdominal route for the removal of a pregnancy of 
four, five, or six months’ standing in cases of gastro- 
hepatic or cerebrorenal toxemia or such gravely 
menacing complications of pregnancy. 

3. In certain cases of pregnancy complicated by 
fibroids. Occasionally one sees cases of early preg- 
nancy complicated by fibroids in which the tumor 
or tumors demand surgical intervention. It should 
be a cardinal principle in the surgery of fibroids com- 
plicated by pregnancy to avoid the removal of the 
uterus when possible. Pedunculated fibroids can be 
removed without the danger of interruption of preg- 
nancy. But in deeply imbedded tumors abortion is 
almost certain to follow myomectomy, and more- 
over, the suture of the cavity left in the uterine wall 
is not likely to be satisfactory if the organ be dis- 
tended and vascular from the pregnancy within it. 
If abortion does follow, intraperitoneal bleeding 
from the suture line may result. 

Formerly in these cases it was the custom to re- 
move the pregnant uterus, but Bonney advocates 
the treatment of the pregnancy like another fibroid, 
enucleating it also, leaving the patient with her still 
competent organ. 

Of all tissues the uterine muscles have the most 
perfect healing powers, and the scars from previous 
cesarean sections and myomectomies are not dis- 
cernible when the abdomen is opened to perform 
the operation for a second time. 

The technique is that of the casarean section. 
He emphasizes that the incision should be made 
through the anterior wall for two important reasons: 
first, so that the uterine wound may present toward 
the bladder and thus avoid adhesions of the intes- 
tine; and secondly, so that if persistent oozing con- 
tinues from the needle punctures, the uterus can be 
fixed to the anterior abdominal wall by sutures along 
the line of the uterine incision. The effused blood 
from these points attracts coils of intestine to ad- 
here to the uterus. J. pe J. PEMBERTON. 


Duncan, J. W., and Harding, V. J.: A Report on 
the Effect of High Carbohydrate Feeding on the 
Nausea and Vomiting of Pregnancy. Canad. 
M. Ass. J. 1918, viii, 1057. 

In this paper the authors discuss the various 
theories as to the etiology of this condition, outline 
a method of classifying the different types of this 
affection, give a general outline for their treatment, 
and summarize results in the management of a 
series of 70 cases under this method of treatment. 
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Williams is quoted as dividing this condition into 
three types: (a) reflex; (b) neurotic; (c) toxamic. 
The first of these is relatively rare and is thought to 
be due to the influence of an incarcerated uterus, 
the irritation of a long narrow cervix, a rigid os, or 
the influence of new-growths. The second is diag- 
nosed by the exhibition of a low ammonia co-effi- 
cient, which is the relation of the ammonia nitrogen 
to the total nitrogen in the urine. The toxic type 
is distinguished by a high ammonia co-efficient but 
this has been disproved by Ewing and Stone, who 
showed that cases with a low ammonia co-efficient 
really belonged to the toxemic type. 

The nature of the toxemia is by no means clear. 
That it could arise from the foetus or the placenta as 
a specialized toxin or a toxic metabolic product 
seems hardly plausible in view of the reported occur- 
rence of pernicious vomiting in the presence of 
hydatid mole. The various ductless gland and pla- 
cental extracts have been of doubtful assistance. 
Intestinal putrefaction, disturbance of the maternal 
liver function, suboxidation, and acidosis have also 
been investigated as causes of this condition. 

In connection with the milder types it is to be 
noted that the majority of cases show the symptoms 
as “‘morning sickness.’’ This would appear to depend 
on the presence or absence of food. Of the various 
metabolic factors the one most susceptible to dis- 
turbance is well known to be that of the carbohy- 
drate. It has been shown that the growing foetus is 
greedy of unsaturated fat. Mottram has shown 
that often in nervous and ill-nourished animals the 
liver becomes overloaded from fat deposits. Even 
hunger of a few hours may show the same condi- 
tion. It seemed possible then that the two factors, 
pregnancy, and a short period of hunger, might 
account for the periodicity of morning sickness. 

Two things should follow from this view. Such 
a condition of the liver is usually associated with an 
acetonuria and it is obviated by supplying the 
patient with an abundance of carbohydrates. The 
authors have found in all but two very mild cases 
acetone bodies in the urine. Lack of glycogen in the 
liver, with its precursor, insufficient carbohydrate 
diet, was held to be a possible disturbing element 
in the early forms, and their success with carbohy- 
drate feeding bears out this supposition. As a 
source of glycogen for immediate treatment they 
have used glucose, cane sugar, and lactose. As the 
continued administration of large doses of cane 
sugar or glucose is objectionable, if not an impossi- 
bility, they soon had to fall back upon lactose as a 
practical convenience. By following this method 
of treatment in a series of over 70 cases of all types 
of this abnormality, the greatest success was attained. 

Recovery has been rapid, often within a few 
hours in the milder types. As soon as the nausea 
has stopped, the patients are placed on a high 
carbohydrate diet from mixed sources. 

The following points are to be noted: 

1. It has been assumed that in the early toxemias 
of pregnancy the dominant factor is a metabolic one. 
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2. The physiological results of Imrie and of 
Mottram have been utilized to connect the fatty 
degenerated liver found in postmortem examination 
of fatal cases of pernicious vomiting with the mild 
and moderate cases of vomiting. 

3. A temporary lack of carbohydrate supply has 
been assumed. 

4. In practically all cases of nausea and vomiting 
in pregnancy, the acetone bodies occurred in the 
urine. 

5. The deficiency of carbohydrate supply has 
been corrected by administering glucose or lactose, 
mainly the latter, supplemented by a high carbohy- 
drate diet. 

6. Over seventy cases of nausea and vomiting in 
pregnancy have been treated, including several 
severe cases of the pernicious type. 

Nausea was present in all cases of the mild type, 
at least once daily, usually in the morning, though 
in some cases at night as well. Of the 42 in this class, 

7 showed nausea in the morning only; 15 nausea 
and vomiting twice daily. Acetone bodies were 
demonstrated in all but 2, the test used being that 
of sodium nitroprusside. Relative quiet being 
demanded, meat and fatty foods were eliminated 
and their place taken by a liberal supply of carbohy- 
drates such as potatoes, rice, oatmeal, vegetables, 
and fruits. In addition, one to one and a half quarts 
of a five per cent lactose solution was taken by 
mouth, the actual amount being determined by the 
amount it was possible to take without the presence 
of lactosuria. The patients were rapidly returned 
to regular diet. All recovered rapidly and were 
delivered at term of healthy children. 

In the moderate type were included those cases 
where the nausea was continuous and the vomiting 
more frequent than twice daily,’ but not contin- 
uous. These cases also showed such signs of toxemia 
as a drowsiness, headache, decreased urine output, 
etc. The 17 cases in this class showed acetone bodies 
in the urine in a marked degree. Rest, removal of 
protein and fat, and forced carbohydrates were 
begun at once. In addition one and one half quarts 
of a five to ten per cent lactose solution by mouth if 
possible, if not per rectum, ten ounces every four 
hours, controlled by urinary findings stopping short 
of lactosuria. As soon as possible rectal adminis- 
tration was replaced by oral administration. 
These cases all terminated favorably to both mother 
and child. 

In the severe or pernicious type, there were eleven 
cases of the most serious kind. Nausea and vomiting 
were continuous and independent of food-taking. 
Jaundice was present in 7, marked in 2. Four had 
so-called coffee-ground vomitus; the urine of 5 had 
albumin and casts. All showed marked symptoms 
of toxemia and marked severe epigastric pain. 
Rest, as in the above two classes, was prescribed, 
but with no attempt at forcing food at the beginning. 
Bowel excretion was secured by enemas and where 
the lactose solution could not be given per rectum. 
200 ccm. of sterilized five per cent glucose solution 
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was given under each breast. This hypodermoclysis 
was never required a second time in any case, but 
was followed by rectal, then by oral administra- 
tion. As soon as the patient showed any inclination 
for food, small amounts of carbohydrates were 
given at frequent intervals. The subsequent 
treatment was the same as for the mild cases. All 
11 patients were carried to full term and delivered 
of healthy babies, one of twins. ° 

In the mild and moderate cases the results from 
treatment along these lines were most gratifying. 
Complete and continued relief occurred in 28 cases 
within forty-eight hours. Complete relief from 
vomiting, but with occasional returns of nausea 
occurred in 12 cases. Many of the relapses could be 
traced to indiscretions in diet. Two cases showed a 
continual nausea with hyperacidity throughout the 
entire pregnancy but continued to full term with 
no graver symptoms developing. Of the moderate 
cases, 14 gave evidence of immediate and continued 
relief within one week of the installation of the treat- 
ment. Three cases, however, were more stubborn 
and showed some tendency to revert to the perni- 
cious type. With more complete isolation in hospi- 
tal wards, success was very speedily obtained. In 
these mild and moderate groups it may be well to 
state that in 46 cases pregnancy had not advanced 
past the first ninety days before treatment was 
commenced; the remaining 13 cases were between 
the third and sixth months. In the pernicious group 
of 11 cases (7 primipara) the severe vomiting devel- 
oped within the first one hundred and twenty days 


of pregnancy, and only three showed any recurrence: 


in the later periods. It is interesting to note that 
among the multipare 3 had had previous preg- 
nancies terminated for toxic vomiting, and of them 
on two occasions, whereas all proceeded under this 
treatment to full term. C. D. Hotmes. 


Black, H. S.: Pyelitis Complicating Pregnancy. 
South. M. J., 1919, xii, 39. 


Black calls attention to pyelitis as a frequent but 
not always recognized complication of pregnancy 
and the puerperium. It is more prevalent during 
the former than the latter period. Various organisms 
may cause pyelitis, the most common being the 
colon,(from 70 to 80 per cent of the cases), typhoid 
bacilli, staphylococci, and streptococci. 

The organisms may reach the kidney either 
through the circulatory system, the lymphatics, or 
direct ascension from the bladder along the lumen of 
the ureter. The right kidney is more frequently 
affected, due to greater pressure of the pregnant 
uterus on the right side. The infection may cause 
only a bacilluria, or it may cause a cystitis. Acute 
pyelitis may develop, accompanied by localized pain. 
Pus seldom comes from both kidneys at once. 

A correct diagnosis can be made best with the aid 
of the microscope and bacteriological study of a 
catheterized specimen of urine. 

As to treatment, good circulation, free elimination 
by the bowels, with proper diet and enormous 
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amounts of water by the mouth to dilute the urine 
and also wash out the kidneys, is indicated. As an 
acidifier of urine, potassium bitartrate is probably 
the best agent for its acid as well as diuretic effect. 
Hexamethylamine is the best germicide but must 
not be given over too long a time on account of 
causing kidney and bladder irritation. 

Irrigation of the kidney pelvis is beneficial if 
carefully done. Autogenous vaccines are useful 
in some cases. If all other treatment fails, operative 
procedure is necessary. In cases of multiple abscesses 
of one kidney with the other normal, nephrectomy is 
indicated. L. R. GoLpsmira. 


Davis, E. P.: Infection by the Baccillus Coli Com- 
munis Complicating Pregnancy, Labor, and 
the Puerperal State. South. M. J., 1918, xi, 793. 


In this paper the author discusses three types of 
infection by the colon bacillus as complications of 
pregnancy, labor, and the puerperal state. The 
first and most-frequent of these types has to do 
with infection of one or the other or both of the 
kidneys by the colon bacillus. During the latter 
half of pregnancy the pressure upon the bowel and 
the right ureter are sufficient to cause infection by 
the passage of bacteria to the urinary tract. In- 
fection of the kidneys may be of an ascending type 
originally at the external urethral orifice; and finally, 
it may be of a blood-borne origin. While the etiology 
of this condition is somewhat obscure, constipation 
and any condition which brings about extraordinary 
pressure upon the abdominal viscera favors the 
development of this complication. 

The signs and symptoms are those of an acute 
infection. The indefinite lumbar pain may be taken 
for alumbago. In the woman with this complication 
one or both kidneys are tender on deep pressure. 
The colon bacillus is present in the urine in pure 
culture. The urine is acid, and there may be a 
leucocytosis as high as twenty or thirty thousand. 
There is little or no abdominal pain and distention. 
The disease runs a prolonged and indefinite course. 
With good resistance on the part of the patient, 
a mild pyelitis may be the only essential lesion, but 
with poor resistance a surgical kidney may develop. 
One attack cannot be said to safeguard against 
others. 

The diagnosis must often be made between this 
infection, muscular “‘rheumatism,’”’ and lumbago. 
Thorough examination of the urine will usually 
make possible a positive diagnosis. In the puerperal 
state septic infection must be considered, but with 
a normal lochial discharge and absence of the signs 
of peritonitis, a correct diagnosis is possible. The 
condition can best be prevented by avoidance of 
constriction about the abdomen, and by the abun- 
dant use of good drinking water. 

The treatment of the condition consists in keeping 
the patient in bed and thoroughly cleansing the 
bowels. The diet should be limited to milk and 
water. Hexamethylenamine may be used. Vaccines 
are of doubtful value in this condition. Dilute 
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antiseptic solutions injected into the pelvis of the 
kidney will often greatly aid in the recovery of the 
patient. If these less radical measures fail, good 
results are obtained by drainage of the affected 
kidney. The usual kidney incision is made, the 
kidney is secured by sutures through its convex 
ends and to the overlying tissues, and an opening 
made down through the middle of the gland-down 
to its pelvis. A soft rubber tube, a cigarette drain, 
or iodoform gauze wick may be used for drainage. 
As a rule this operation causes no interruption of 
pregnancy. As a therapeutic measure the termina- 
tion of the pregnancy is not to be considered, as it 
will make the infection more active. In cases that 
do well, treatment produces benefit from the start, 
while with other patients treatment seems useless. 
Children born after a mother has passed through 
such an illness may or may not develop a similar 
infection. 

In the second type of infections less well known, 
less clearly defined, but as a rule more dangerous, 
the infective organism is in the colon, often in the 
appendix. It may occur with equal frequency in 
pregnancy or in the puerperal state. A diagnosis 
of appendicitis is usually made and when the appen- 
dix is removed it contains the colon bacillus in great 
numbers, and the vicinity of the appendix shows 
signs of fresh infection. Very little can be done in 
a prophylactic way for the prevention of this con- 
dition. Following the operation salt solution should 
be used in the bowel at intervals as long as possible. 
Bland liquid diet and plenty of water are indicated. 

In the third type of infection by the colon bacillus 
the gall-bladder is involved. Medical treatment of 
this condition should be faithfully tried, but unless 
this is promptly successful, operation should be 
undertaken. 

The author calls attention to the fact that these 
types of infection should receive the same surgical 
treatment in pregnancy as in other patients if the 
infection is serious and does not promptly yield to 
other treatment. C. D. Homes. 


LABOR AND ITS COMPLICATIONS 


Herrgott, A.: Foetal Spontaneous Evolution (Un 
cas d’évolution spontanée). Ann. de gynéc. et 
d’obst., Par., 1918, Ixxxii, 193. 

With a transverse presentation the obstetrician 
is obliged to do a cephalic or podalic version to 
effect delivery; otherwise he must perform a muti- 
lating operation. There are however instances in 
very exceptional cases where the pelvis is roomy, 
the foetus small, the uterine contractions energetic, 
usually with a shoulder presentation, when delivery 
is effected spontaneously by the foetus itself, without 
manual version. This is termed spontaneous evolu- 
tion. 

The author relates a case in a para-VI aged 
thirty-one years. She was delivered of a male child 
weighing 3,200 gr. The labor was believed to be 
over, but five hours after delivery a second bag of 
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waters ruptured and the attending midwife found a 
second foetus in transverse presentation. Neither 
the midwife nor the local practitioner who was 
called could deliver the woman, although the latter 
attempted version. She was sent to the clinic, a 
journey occupying two hours, with one arm of the 
foetus protruding. She arrived in a very exhausted 
condition, but on examination the foetus was found 
already born, attached by the cord to the mother. 
The foetus, although dead, was normal and weighed 
about 3,300 gr. : 

At the woman’s departure from her home the 
presentation was unquestionably transverse, with 
protrusion of one arm through the vulva. Ener- 
getic contractions during the journey, according to 
the author, effected a spontaneous version and birth. 
The version took place not in the uterine cavity but 
in the pelvic cavity and was due to the uterine con- 
tractions alone. 

The mechanism by which a foetus effects this 
spontaneous version was, according to Herrgott, 
first reported by Denman in 1783. The author 
mentions some of the later criticisms which the 
theory met with. He thinks that in spite of the 
cases where a spontaneous evolution ended in a 
living child, the mother should not be submitted to 
the danger of such an evolution. 

In the case reported the mother recovered after a 
few weeks and left the hospital in good condition. 

W. A. BRENNAN. 


Allison, R. S.: Nitrous Oxide in Labor. 
Med., 1919, xviii, 9. 


Northwest 


Allison, after a general discussion of anesthesia 
in obstetrics, draws the following conclusions re- 
garding nitrous oxide gas: ; 

1.. Nitrous oxide gas will control the pain in 
labor during a time period over which it has hitherto 
been impossible to relieve the pain, because the 
progress of labor is not checked by the gas. 

2. Nitrous oxide is much safer and may be given 
over a much longer period of time than chloroform 
or ether. 

3. Nitrous oxide gas lessens the degree of post- 
partum shock by the relief of intrapartum pain. 

4. All the agents used in obstetrics for the relief 
of pain have a certain element of danger and there- 
fore should be given with a thorough understanding 
of this fact. Harvey B. MattHews. 


Schwarz, H.: Painless Childbirth and the Safe 
ene of Labor. Am. J. Obst., N. Y., 1919, lxxix 
46. 

Chloroform, ether, nitrous oxide-oxygen, and the 
so-called twilight sleep are all four highly important 
means for relieving the pains of child-bearing, for 
regulating uterine contractions, for preventing or 
combating puerperal convulsions, and for securing 
anesthesia for obstetrical manipulations and opera- 
tions. All have their special indications and contra- 
indications, and each one has advantages in certain 
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classes of cases. Twilight sleep is most applicable 
during the first stage of labor; particularly in primi- 
parous women. When the first stage is unusually 
protracted and painful, as it is in some cases of pre- 
mature rupture of the membranes or in some cases 
in which repair work has been done on the cervix 
uteri, the author knows of no other means equally 
capable of preventing excessive pain and of accelerat- 
ing the dilatation of the cervix uteri. 

In cases of delivery through the natural passages 
in women who on a previous occasion have been 
delivered by abdominal cesarean section, it is of 
the greatest importance to prevent all straining on 
the part of the parturient woman, and to extract the 
child just as soon as dilatation is completed, so as to 
keep all strain, as far as possible, from the uterine 
scar. Here again, twilight sleep is the safest and 
surest means of aiding dilatation and of preventing 
straining. Under twilight sleep the patient will 
strain if the doctor rouses her «nd asks her to bear 
down, but she will not do it otherwise; under nitrous 
oxide-oxygen women usually cannot help bearing 
down. 

Among the cases included in the series here re- 
ported are two cases of twilight delivery after 
cesarean section. Both cases were kept under 
twilight sleep, the one for five hours, the other for 
twelve hours, and were then delivered by forceps of 
living children, and both made uneventful recover- 
ies. One has been delivered a second time since, 
again by twilight sleep and low forceps, with a living 
child and an uneventful recovery. 

Nitrous oxide-oxygen is best suited for multi- 
parous women and for the second stage. Having 
become familiar with its advantages and absolute 
safety for mother and child, it is used more often and 
its field extended. It has the advantage that it can 
be used by the practitioner in any kind of home. 

Chloroform is as indispensable to the obstetrician 
as ever. 

Ether is necessary for a limited number of cases 
only, but in these cases one cannot work without it. 

Morphine and chloral hydrate are helpful in in- 
creasing or accelerating the action of the four prin- 
cipal obstetrical analgesics and anesthetics. 

Epwarp L. CorNeELL. 


Skeel, A. J.: Recognition and Management of 
Labor Injuries. Am. J. Obst., N. Y., 1919, xxix, 1 


Many labor injuries remain uncorrected at deliv- 
ery because they are not discovered at that time. 
In operative deliveries, the chance for contamina- 
tion is greater, but the need for careful examination 
for injuries is also greater. After some experience 
with complete after-delivery examinations, one 
becomes quite skillful in predicting whether serious 
injury has occurred in the higher parts of the genital 
canal. Considerable study was given to the tech- 
nique of this examination. At present the author 
proceeds as follows: 

In the first place, keeping vaginal manipulations 
to an irreducible minimum is considered part of the 


427 


technique of safe postpartum investigation. After 
delivery of the placenta, the patient is put in the 
lithotomy position, the labia carefully cleansed, and 
gas analgesia resumed. The anus is covered with 
either dental rubber dam or sterile towels held in 
position by adhesive plaster fastened to the thighs. 
Fresh gloves are put on and the examination is 
begun by inspection of the cervix. Either a drop 
light or a good head light is essential to a satisfactory 
inspection. 

After the patient is cleansed, retractors are intro- 
duced. The author uses a special retractor made 
wider in proportion to its length than the standard 
shape. An assistant makes pressure on the fundus, 
bringing the anterior lip of the cervix to the vulva, 
For grasping the cervix, volsella are unsatisfactory, 
therefore cervix holders of the old sponge holder 
type are used. The rim of the cervix is readily 
inspected by bringing successive portions into view, 
using two holders in hand-over-hand fashion for 
bringing dow: the concealed posterior lip. Some- 
times before delivery of the placenta one may in- 
spect the entire cervix at a glance, the whole cervical 
rim fitting about the placenta as it does over a dis- 
tended Voorhees bag. 

For the proper inspection and repair of the mid 
and upper vaginal injuries, pressure by the assistant 
on the fundus is removed, cervix holders taken off, 
and firm gauze pressure applied to the cervix, push- 
ing the entire uterus upward, thus smoothing out 
and distending the relaxed vaginal vault. Two 
vaginal retractors aid materially in securing good 
exposure. 

Speaking broadly, in the last 350 cases, the cervix 
and upper vagina have been examined, using the 
technique described in about 180. ‘In multipare, 
with known old lacerations, etc., cervical inspection 
and repair is not considered necessary; also intra- 
genital manipulation is avoided in cases where there 
was good reason to suspect infection was already 
present. 

In this series 51 cervixes needed repair; of these, 
in 9 instances for various reasons, such as preceding 
severe hemorrhage, known infection, etc., suturing 
was done. Of the 43 cervical cases repaired at 
delivery, 7 were unsuccessful. 

There was one infection in the entire series of 180 
inspected cases. This patient had been subjected 
to prolonged intra-uterine manipulation, both 
manual and instrumental. 

The use of gas has done much to make possible 
more careful work. The resumption of gas analgesia 
or of ‘anesthesia, if needed, involves very little dis- 
comfort to the patient and renders the whole 
procedure simple. The author wishes to emphasize 
four points: 

1. Limiting or entirely avoiding vaginal examina- 
tions during labor is a routine preliminary part of the 
technique of primary repair of labor i injuries. 

2. Immediate inspection of the cervix, with pri- 
mary repair of its injuries, reduces the risk of sub- 
involution and of uterine displacements. 
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3. The routine use of buried sutures in the peri- 
neum for the repair of second degree lacerations 
permits accurate coaptation and restoration of the 
parts. 

4. Perineal lacerations are more surely repaired 
than is subpubic damage. Therefore slow delivery 
and skill in directing the small diameters of the head 
through the vulvar ring should be sought. Forcing 
the head against the pubic arch produces more 
damage than it prevents. Epwarp L. CorNeELt. 


PUERPERIUM AND ITS COMPLICATIONS 


Bermann, S. E.: Postpartum Shock (Shock post 
partum). Rev. argent. de obst. y ginec., Buenos 
Aires, 1918, ii, 417. 

Bermann reports the case of a primpara in whom 
labor lasted 16% hours, the second stage occupying 
the four last hours. She gave birth to a child weigh- 
ing 3,000 gr. The placenta did not come away but 
remained in the vagina, its membranes strongly ad- 
herent to the uterus. The patient showed pro- 
nounced pallor; her head remained motionless on 
the pillow; she complained of fatigue; the pulse 
could not be counted. On endeavoring to extract 
the placenta the condition became aggravated, the 
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face turned livid and was bathed in sweat and the 
respiration difficult. The patient, although faint- 
ing, did not lose consciousness. 

A hemorrhage being suspected, the placenta was 
rapidly extracted; the uterus was found intact, re- 
tracted well and did not bleed. The total blood loss 
was only about 500 gr., which was normal and should 
not have given rise to the clinical picture stated. 
The patient recovered after resuscitative measures, 
and six hours later her condition was good. 

The author classifies the condition as postpartum 
shock, differentiating it clearly from acute post- 
partum anemia and from syncope with which it 
might be confounded. In acute anemia without 
shock the pallor is yellowish, the patient is agitated 
and anxious, cries out, and tosses about; the blood 
loss is abundant. In this patient’s case the loss of 
blood was only 500 gr., and the other symptoms 
differed. 

Shock and postpartum anemia may coexist, in 
which case it is difficult to differentiate. In syncope 
the patient loses consciousness; the pulse and gener- 
al state do not become normal till after many days. 
The usual clinical phenomena with which a synco- 
pal state is associated were absent in this case. 

W. A. BRENNAN. 











GENITO-URINARY SURGERY 


KIDNEY AND URETER 


Buerger, L.: Renal and Ureteral Infection with 
the Gonococcus. JN. Y. M. J., 1918, cviii, 1022. 


Buerger recounts the case histories, cystoscopic 
findings, and pathological changes in two cases of 
gonorrhoeal infection of the bladder, ureter, and 
kidney. In one instance, the alterations were con- 
fined to the bladder; in the other, they were well 
developed about one ureteral orifice and confusing 
in their simulation of tuberculous lesions. 

Case one may be summarized as follows: gonorr- 
hoeal infection of the bladder and the lower portion 
of a kidney with double separated pelves and ureters; 
hydropyonephrosis; and gonorrhceal stricture of the 
corresponding member of the duplicated ureters. 

Cystoscopic examination was unusually interest- 
ing, both because of the presence of an anomaly in 
the shape of two ureteral orifices on the right side, 
and also because of most unusual lesions about one 
of the ureteral orifices, namely, that which drained 
the infected portion of a double kidney with duplic- 
ated ureter. 

Of the two orifices on the right side, the upper or 
posterior was diseased. At first glance the lesions 
about the right upper ureter could be mistaken for 
those associated with renal tuberculosis. The inner 
lip of this orifice was raised, had a crenated or 
scalloped edge, so that the orifice itself marked the 
outlet of a sort of a tunnel, roofed by the swollen 
inner lip. Grouped about the right upper orifice were 
polypoid oedematous protuberances, not unlike 
those seen in renal tuberculosis. The lower right 
ureter showed none of these lesions, presenting 
only that slight hyperemia and oedema common to 
the general trigonal inflammation. 

The ureteral catheter met an obstruction at ten 
cm. from the bladder orifice in the right ureter; no 
urine could be obtained over a period of some twenty 
minutes. From the right lower ureter and from the 
left ureter a flow of perfectly clear urine was obtained, 
the renal function as estimated roughly by the ex- 
cretion of indigocarmine showing good excretion 
from both the right lower ureter and the left ureter. 

In brief, the specimens from the right lower ureter 
(from the upper portion of the right kidney) and 
from the left kidney contained no gonococci, no 
pus cells, the urine being otherwise negative. The 
bladder urine contained numerous gonococci. No 
urine was obtained from the right upper ureter. 

The finding of pure cultures of gonococci in the 
bladder specimen on two occasions, the absence of 
tubercle bacilli after careful search in two catherized 
specimens, the presence of considerable pus in the 
bladder, which was doubtless derived to a consider- 
able extent from the infected right lower pelvis, 


seemed to justify the assumption that the case was 
one of gonorrhceal infection of the bladder, of 
gonorrhoea] stricture of one of the duplicated ureters 
leading to the right kidney, and a gonorrhceal 
pyohydronephrosis of the lower portion of a double 
kidney with the separated pelves. 

A nephrectomy was performed and the operative 
findings showed a kidney with separated pelves and 
ureters, divided into an upper normal portion, free 
from infection, provided with a practically normal 
ureter, and a lower hydronephrotic and infected 
portion with dilated pelvis and thickened ureter, 
with peculiar lesions simulating those of the straw- 
berry gall-bladder, lesions produced by the effects 
of inflammation and ureteral stenosis, due undoubt- 
edly to the gonococcus, and altogether different 
from anything that is usually encountered as the 
result of the action of the usual pyogenic organisms 
including the colon bacillus. The small size of the 
anomalous lower dilated and infected portion of the 
kidney, the situation and conformation of the pelvis, 
would suggest that exceptional anatomical condi- 
tions obtained in this part of the kidney before the 
superadded lesions of inflammatory ureteral stricture 
had supervened to bring about the finished patholog- 
ical product. 

The patient made an uneventful recovery after 
nephrectomy, although a sinus remained for some 
three weeks before the wound was completely 
closed. 

Regarding the ureteral lesions Buerger thinks 
that such extensive proliferative and oedematous 
changes about one ureteral orifice, when they are the 
expression of a tuberculous process, are most fre- 
quently associated with other bladder lesions 
suggestive of this process, which were absent in this 
case. When tubercle bacilli are absent, the most 
reliable method of diagnosis, when permitted by the 
patient, would be the removal of portions of the 
cedematous tissue by means of a punch forceps 
through the author’s operating cystoscope, and the 
histological examination of such tissue for miliary 
tubercles. 

This case teaches first, that gonorrhceal lesions in 
the bladder and about a ureteral orifice may simu- 
late those of tuberculosis; second, that extensive 
stricture of the ureter may ensue as in the 
urethra; third, that marked thickening of the 
ureter, with periureteral inflammation, can exist 
as the result of gonorrhceal inflammation, without 
the presence of calculus; fourth, that such ure- 
teral contraction may result in attenuation of the 
renal parenchyma and its destruction; fifth, that 
the lesions of such an infected hydronephrotic kid- 
ney and its pelvis may be unique, differing essen- 
tially from those produced by other pyogenic or- 
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ganisms; and sixth, that this case is unusual in 
that only one ureter, pelvis, and its correspond- 
ing renal pelvic tissue were involved, the other por- 
tion of the separated kidney and ureter remaining 
free. 

Case two may be summarized thus: gonorrhceal 
infection of one year’s standing, involving the 
bladder; gonorrhceal ureteritis with stricture forma- 
tion; gonorrhoeal pyelitis and ureteritis cured by 
lavage with argyrol. 

Physical examination revealed a prostate that 
was slightly enlarged; the right epididymis indu- 
rated; the kidneys not palpable; the urine very 
turbid, containing macroscopic pus. 

Cystoscopic examination showed rather unusual 
lesions, which may possibly be characteristic of 
gonorrhoeal inflammation of the bladder. The floor 
of the bladder showed a considerable amount of in- 
flammation particularly about the left ureter, where 
the oedema, the thickened and velvety condition 
of the mucosa extended somewhat over the para- 
trigonal regions and distally well into the sphincter. 
There were numerous. strawberry-like papular 
lesions, more red than the follicular lesions seen so 
frequently in the cystitis of females, and in the 
posterior wall of the bladder there were numerous 
minute bodies, some of which seemed to be lymphoid 
follicles, others cystic (cystitis follicularis et cystica). 
The specimens obtained from the right kidney showed 
that indigocarmine appeared in good concen- 
tration after a lapse of fourteen minutes, the urine 
being perfectly clear. From the left kidney, however, 
the urine was turbid. From this side, on introduc- 
tion of the catheter, a fairly copious flow of very 
turbid urine was at once obtained, the urine being 
slightly blood-tinged. 

After the catheter was pushed further upward to a 
point of about twenty cm., meeting and overcom- 
ing an obstruction in its passage, an even more 
copious flow of urine followed as if the ureter was 
dilated with urine. P 

From this examination it appeared that there were 
evidences of retention of urine in the left ureter; 
that there was an obstruction in the lower ureter 
that could be overcome with manipulation; that 
there were evidences of ureteritis, and possibly 
pyelitis, the involvement of the lower ureter being 
indicated by the fact that more turbid urine was 
obtained from the lower ureter than from the upper. 

No gonococci could be found in either the spreads 
or cultures from the right kidney urine. Gonococci 
were found in culture and the spreads from all the 
five specimens collected from the left kidney, a fact 
which practically rules out contamination with the 
catheter. Positive findings were also reported in the 
specimens obtained from the bladder. The presence 
of pus cells in the left specimens further corroborated 
the diagnosis of infection of the ureter and pelvis of 
the kidney with the gonococcus. An X-ray examina- 
tion was negative. 

A week later cystoscopy was again done, and the 
pelvis of the kidney and ureter were washed out with 
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15 ccm, of a twenty per cent argyrol solution, about 
5 ccm. being allowed to remain in the renal pelvis. 
The pelvis and ureters were irrigated with the rest 
of the solution. 

The improvement was most remarkable after this 
treatment, so that another cystoscopy two weeks 
later showed that the bladder was very much im- 
proved, the granular appearance having almost dis- 
appeared. There was still evidence, however, of 
stricture of the ureter at about ten cm. from the 
bladder, but this was easily dilated and passed. 
Argyrol was again injected in ten per cent strength, 
some of the solution returning. In one week the 
urine was practically clear, and from this date on the 
patient made an uneventful recovery. 

Here, therefore, there was a very definite case in 
which pyuria persisted for about a year, undoubtedly 
due to the localization of the gonorrhoeal process in 
the left ureter and left kidney. Further, the interest- 
ing observation was made that the inflammatory 
process induced by the gonococcus in the ureter has 
a tendency to produce a stricture of this passage 
just as in the urethra and that retention of urine 
above such a stricture can be demonstrated to occur. 


Burns, J. E., and Swartz, E. O.: Absorption from 
the Renal Pelvis in Hydronephrosis Due to 
Permanent and Complete Occlusion of the 
Ureter. J. Urol., 1919, ii, 445. 


David in a recent publication gn ‘Ascending 
Urinary Infection” states: ‘‘ Evidence is presented 
to show that ascending bacillus coli infections of 
the upper urinary tract from the bladder travel most 
frequently by the lumen of the ureter.” 

Keyes, in experimental studies of the injury caused 
by pyelography, found that after he had injected 
collargol into the pelvis of one kidney, it was found 
in the tubules, blood-vessels and glomeruli of the 
injected kidney as well as in the blood-vessels and 
glomeruli of the opposite kidney. He assumed that 
the path of absorption was by way of the blood- 
vessels and lymphatics of the injected kidney. 

Eisendrath made the same observations with col- 
largol, demonstrating that collargol entered the 
blood stream by rupture of the tubules into the 
blood-vessels. 

Macht, in recent work on absorption from the 
bladder, failed to demonstrate any absorption from 
the bladder which is lined with transitional epithe- 
lioma of the same character as that lining the pelvis 
of the kidney. 

In the following experiments it is attempted to 
demonstrate not only the path but also the rate of 
absorption by the introduction of a soluble dye 
as phenolsulphonephthalein into the pelvis of the 
obstructed kidney and estimating its hourly secre- 
tion by the unobstructed kidney. 

Under ether anesthesia, the kidney and ureter 
are exposed through a lumbar incision, care being 
taken in freeing the latter from surrounding tissues 
to avoid injury to the periurethral vessels. The 
ureter is now securely ligated 1.5 cm. below the 
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ureteropelvic junction, the needle introduced into 
the ureteral lumen and the solution to be introduced 
into the pelvis allowed to run in by gravity. Over- 
distention of the pelvis was prevented by never 
elevating the burette containing the solution be- 
yond six inches above the body of the animal. 
In four instances in which the solution was intro- 
duced by means of a syringe, the results were so 
variable that it seems probable that some of the 
fluid was forced into the renal parenchyma. The 
amount of solution introduced sufficient to distend 
the renal pelvis by the method just outlined was 
of necessity subject to considerable variation 
because of the presence of variable amounts of 
urine in the pelvis dependent upon the rate of 
renal secretion. For this reason the concentration 
of the solutions introduced varied considerably. 
Following distention of the pelvis to its capacity, 
the ligation previously placed proximal to the needle 
was tied as the needle was withdrawn. The ureter 
was now replaced in its normal position and the wound 
closed with silk ligatures. 

This procedure was carried out on 18 animals 
followed by a second operation done in five instances. 

Phenolsulphonephthalein is not the only soluble 
dye absorbed from the renal pelvis and secreted 
by the other kidney. Studies of the absorption 
of indigo-carmine were made on two animals, in one 
of which the syringe was used and in the other in- 
stance the gravity method of injection. 

In the first experiment 1 ccm. of 4 per cent 
aqueous suspension of indigo-carmine was injected 
into the pelvis and the animal killed in one and one- 
half hours, the dye having appeared in the urine 
coming from the other kidney. Sections were made 
and the dye found in both kidneys but in insuffi- 
cient amounts to permit its path to be traced. In 
the second experiment 3 ccm. of 4 per cent aqueous 
suspension of indigo-carmine were injected by the 
gravity method and the dog killed in three hours. 
The kidney with the ligated ureter weighed 49 
grams and the opposite one 29 grams, this increase 
in weight being due to retained urine and conges- 
tion. On section the dye was found in small amounts 
in both kidneys. 

Failing to trace the path of absorption by the 
use of indigo-carmine, india ink was used in a series 
of nine experiments, the injection being made by 
gravity in seven and with the syringe in two in- 
stances. In all of these animals the ureter was 
completely ligated before the ink was injected. 
The seven animals were killed at intervals of from 
thirty minutes to twenty-four hours after the in- 
jection, and sections were made from both kidneys, 
liver, spleen, lungs, and pancreas. These specimens 
were embedded in celloidin and the section stained 
with eosin alone, so as to avoid confusing any 
granules from the stain with those of india ink. 
‘The amount of ink used in these experiments varied 
from 0.25 to 1 ccm., and in no instance was the 
pelvis forcibly distended with the solution. In 
every case where the ink was absorbed in amounts 
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sufficient to permit the tracing of its course through 
the absorbing kidney into the circulation and 
through the normal kidney, its pressure was de- 
monstrated in the other organs with an extensive 
capillary circulation, namely, the liver, lungs, and 
spleen. 

The particles of ink could be seen distinctly in 
the collecting tubules, the distal convoluted tubules, 
the ascending and descending limbs of the loop 
of the ileum, the proximal convoluted tubules, 
the space between the parietal and visceral layers 
of Bowman’s capsule and between the tufts of the 
capillaries themselves. Particles of ink could be also 
seen in the capillaries of the glomeruli and in the 
other vessels of the kidney. These facts seem to 
demonstrate that the particles of ink ascend the 
tubules of the absorbing kidney, enter the circula- 
tion through the spaces between the endothelial 
cells of the capillaries of the glomeruli, are carried 
by the blood stream to the other organs of the body, 
and are secreted by the other kidney both by the 
glomeruli and the epithelial cells of the convoluted 
tubules. It is reasonable to suppose that if particles 
of ink can travel in this manner, bacteria and other 
foreign substances can do likewise. 

The following conclusions are drawn: 

1. Absorption takes place from the renal pelvis 
after complete ligation of the ureter. 

2. Absorption also takes place from the renal 
pelvis in long-standing hydronephroses. 

3. The path of absorption as demonstrated is 
by way of the tubules and through the capillaries of 
the glomeruli. 

4. The rate of absorption is prolonged, especially 
in cases of hydronephrosis. 

5. The rate of absorption during the first twenty- 
four hours is frequently the same in longstanding 
hydronephroses as in the acutely distended pelvis. 

Tueo. Drozpow!tz. 


Deluca, F. A.: A Case of Foetal Polycystic Kidney 
and Its Probable Pathogenesis (Sobre un caso 
de rifion poliquistico fetal y su probable patogenia). 
Semana méd., Buenos Aires, 1918, xxv, 470. 


The author considers the theories put forward to 
explain polycystic kidney, viz., the inflammatory, 
the neoplasic, and that of embryonal malformation. 
He thinks that syphilis is an important factor in de- 
termining the condition. From a study of the em- 
bryology of the kidney he finds that the true renal 
tissue (canaliculi contorti) originates from the 
nephrogenic tract, while the eliminating ducts are 
derived from the wolffian duct. 

The process to which polycystic kidney is due is a 
result of maternal syphilis. It is a simple hyper- 
plasia provoked by the irritation of the toxic syph- 
ilitic agent, which has selected the kidney, causing 
cellular multiplication of the investing epithelium 
of the urine-bearing and eliminating ducts. These 
become distended to an exaggerated degree within 
their mesenchymatous coverings and the process 
progresses until equilibrium is established between the 
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force of expansion and the resistance of the mesen- 
chyme, thus creating veritable cystic cavities. 
W. A. BRENNAN. 


Rolando, S.: Appendicitis as a Complication of 
Right Movable Kidney (Sull’ appendicite come 
complicazione del rene mobile destro). Peoliclin., 
Roma, 1919, xxvi, sez. chir., 68. 


Many surgeons hold that the co-existence of 
movable kidney and appendicitis is an invariable 
clinical finding. Edebohls and Legueu strongly up- 
held this view, while Tuffier and Hadra denied it. 

The author has done 25 nephropexies and in only 
3 cases has he found a condition which called for 
appendicectomy. In 2 of the cases the appendix 
was found healthy. In the only case of true appen- 
dicitis, the kidney condition was old while the 
appendicitis was recent. 

While he does not attempt to draw a_ general 
conclusion from these cases, the author thinks that 
Edebohls’ theory that movable kidney causes appen- 
dicitis is not justified; and he does not agree that 
every nephropexy for this condition should be 
accompanied by an appendicectomy. 

W. A. BRENNAN. 


Kolischer, G.: Notes on Indications in Kidney 
Surgery. Jilinois M. J., 1918, xxxiv, 327. 


Kolischer calls attention to the fact that excessive 
mobility of the kidney is only one of the symptoms 
of a relaxation of the support of the inner organs. 
Hence correcting this one condition will have no 
effect upon the symptoms due to a general enterop- 
tosis. If the symptoms present are due to kidney 
mobility alone, these should subside by placing the 
patient at rest in bed and replacing the kidney. Only 
when non-operative measures have failed to re- 
lieve symptoms should the operation of neph- 
ropexy be considered. One group of cases, those in 
which the kidney has been jolted out of place, gives 
uniformly satisfactory results following nephropexy, 

The discovery of a stone in the kidney forms per 
se indication for its removal, the general condition 
of the patient permitting it. When a calculus forms 
in the kidney, it will be a constant source of trauma- 
tism and irritation. They are also prone to increase 
in size, leading either to obstruction or pronounced 
compression and destruction, according to the posi- 
tion. The urgency of the indication for operation 
will depend upon the character of the symptoms, 
objective and subjective. Severe attacks of renal 
pain, with blood in the urine, and pyuria call for im- 
mediate operation. In most instances renal calculi 
can be removed through the pelvis, thus avoiding 
all damage to the parenchyma. 

Invasion of the kidney by pathogenic germs which 
gives rise to inflammatory reaction of the renal par- 
enchyma demands close surgical attention. The ma- 
jority of such cases require surgical intervention. 
The time of operation is determined by several fac- 
tors. Acute cases with chills, fever, and sepsis re- 
quire immediate operation. 
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Colon bacilli and staphylococcic infections mani- 
fest their occupation of renal territory by the ample 
production of pus, and if hemorrhage occurs, it is 
profuse. Infections with streptococci produce hard 
infiltration with a negligible production of pus and 
occult hemorrhage. Such infection announces it- 
self by the appearance of oedema in various super- 
ficial areas, first in one place and then in another. 
Such oedema may involve the eye-grounds in early 
cases, leading to minor disturbances of vision. The 
urine shows albumin, a few pus cells, hyaline and 
granular casts. 

The diagnosis of streptococcus infection of the 
kidneys is important because if no surgical aid is 
furnished, these patients invariably become blind, 
and finallysuccumb. Cases presenting fleeting oedema 
with a urine containing albumin, hyaline or granu- 
lar casts and signs of occult blood, should have a 
bacteriological examination of the kidneys with all 
modern aids. The diagnosis of streptococcus nephri- 
tis calls for immediate nephrotomy or nephrectomy, 
according to the findings. 

Metastatic suppurations in the fatty capsule are 
often entirely overlooked or their symptoms mis- 
understood. These may become established inde- 
pendently of suppurations in the kidney proper, the 
result of hematogenous infection. The urine shows 
little or no change. These suppurations are accom- 
panied by high fever, intermittent in type, chills, 
pain in the kidney area, and very often increased 
diuresis. Special syndromes depend upon the loca- 
tion of the suppuration. In the presence of some 
known focus, sudden pain in the kidney region com- 
bined with high fever, metastatic suppuration in 
the fatty capsule has to be considered, especially 
if diuresis is increased and a bacteriuria is present. 

H. A. Fow ier. 


Cecil, A. B., and Cummings, R. S.: The Remote 
Effects of Absorption of Urine from the Colon; 
a Case of Traumatic Unilateral Uretero- 
Intestinal Anastomosis. J. Urol., 1919, ii, 469 


The authors present a review of clinical cases of 
uretero-intestinal anastomosis who have lived for a 
considerable length of time, and consider what 
effect on the body this diversion of the urinary 
stream into the intestinal tract is going to have. 

The authors quote the recent work of Baird, 
Scott, and Spencer. According to them, if the 
ureter be implanted into the intestine through a 
natural duct, hydronephrosis will not result nor 
will ascending infection take place. In order to 
determine what effect upon the body absorption of 
urine from the upper intestinal tract might have, 
they removed the left kidney in animals from four 
to six weeks after the implantation of the right 
ureter through the pancreatic duct. Autopsy 
showed that death was not due to destruction of the 
kidney and they concluded that the substances in 
the urine which, when retained, give rise to the 
symptoms of nephritis can be absorbed from the 
intestine and that whatever these substances are, 
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they are taken into the blood from the intestinal 
tract unchanged in their passage through the 
intestinal mucosa. 

Gerster has reported the case of a child dying 
shortly after birth, in whom autopsy revealed the 
insertion of the left ureter into a blindly opening 
rectum. The left kidney and ureter showed dilata- 
tion. Oberteufer and Revolet have reported a case 
of an abnormal foetus with both ureters opening 
into the rectum. 

In 1713 Richardson reported an interesting case 
in which a boy lived “till he was seventeen years 
of age and never made water, and yet was very 
healthy. He had diarrhoea constantly. The ob- 
struction must have been in the kidneys for he 
never had any inclination to make water. He died 
of a fever.” . 

The first attempt to divert the urinary secretion 
into the bowel was made by Simon in 1851. This 
operation was performed on a thirteen-year-old boy 
for exstrophy of the bladder. The patient died 
twelve months after operation. Both ureters were 
obstructed by calculi and the ureters and kidneys 
were seriously diseased. 

In 1892 Chaput united the right ureter to the 
rectum in a case of ureterovaginal fistula. This 
patient was reported living and her health very 
satisfactory eight years after operation. Chabot 
in 1896 did a bilateral ureterorectal anastomosis in 
which he removed the ureters for carcinoma of the 
uterus. This patient was reported living and well 
one year after operation. 

Fowler in 1896 operated upon a boy of six for 
exstrophy of the bladder. This patient lived to 
adult life and was then lost sight of. 

Keen in 1875 operated upon a woman thirty-four 
years of age for vesicovaginorectal fistula. He closed 
completely the vulval opening so that the patient 
defecated, menstruated, and micturated entirely 
per rectum. This patient was in perfect health 
twenty-two years after the operation. 

Mayo in an article on ‘‘Exstrophy of the Blad- 
der,” published in December, 1917, states that since 
1896 thirty-seven patients have been seen with 
exstrophy of the bladder. Sixteen of these were 
operated upon with the idea of diverting the urinary 
stream into the colon. Of these sixteen cases three 
were operated upon by the Madyl-Moynihan 
method, with two deaths from uremia. The remain- 
ing thirteen cases were operated upon by the trans- 
plantation method, with one oe death. 
Mayo states that the children operated upon were 
all able to go to school and that the older ones are 
all working. 

The following case throws considerable light upon 
the subject of the remote effect on the body of the 
prolonged absorption of urine from the intestine. 
For twenty years urine has been diverted from the 
left kidney into the bowel. It is an example of 
unilateral anastomosis between the ureter and colon, 
and of especial interest in that this anastomosis was 
produced by trauma and not made intentionally. 


433 


A married woman, aged forty-seven, was first 
seen for urological examination in August, 1917. 
She complained of very frequent urination, pain at 
the mouth of the bladder, blindness in the left eye, 
very marked impairment of vision in the right eye, 
severe headaches and general weakness. At the age 
of twenty-seven a tumor of the right ovary was 
removed and an infected cyst-like tumor was found 
in the left side adherent to the intestines and blad- 
der. Two months after the operation urine and 
feces were discharged from the abdominal wound 
and three weeks later urtne was passed per rectum. 
Seven months after the first operation she was 
again operated upon and the abdominal wound 
closed, but urine continted to be passed per rectum. 
Recently following a phthalein test the dye was 
found in the stool. 

In May, 1915, she was operated upon for appen- 
dicitis. In June and August, 1916, severe attacks 
of left renal colic occurred. 

An urological examination on August 24, 1917, 
showed the bladder capacity 60 ccm. The trigone 
showed bulbous cedema. The bladder showed fine 
trabeculation and moderate congestion. A centrif- 
uged specimen showed a few pus cells, a few hyaline 
casts, and many epithelial cells. On September 5 
cystoscopy and ureteral catheterization was done. 
The right ureter was catheterized easily, but upon 
attempting to introduce a catheter into the left 
ureter it could be passed for only about 2 cm. 
After an intravenous injection of 6 mgm. of phenol- 
sulphonephthalein 26 ccm., or 30 per cent of the 
dye, appeared in the urine from the right ureteral 
catheter in three minutes. Urine collected from 
this catheter for the second period of fifteen minutes 
was 17 ccm., or 17 per cent of the dye. During 
this period of thirty-three minutes no urine came 
from the left ureteral catheter. 

The patient stated that after the phenolsulpho- 
nephthalein test the red dye was seen in the stools. 
It seemed undoubtedly proven that there was 
anastomosis between the left ureter and the colon 
and that the right kidney was free of infection and 
hypertrophied. X-ray examination of both kidneys 
was negative. Left nephrectomy was done on 
September 13. The pelvis was moderately dilated 
and the ureter measured 1 cm: in diameter. The 
ureter was followed down to the brim of the pelvis 
so that no anastomosis with the bowel occurred to 
this point. The patient reacted splendidly, and was 
discharged on the twenty-fourth day. 

The patient was last seen September 10, 1918, 
almost one year after operation. Her health had 
steadily improved. 

The work of Baird, Scott and Spencer has shown 
rather conclusively that the entire urinary output 
cannot be diverted into the upper intestinal tract 
without producing fatal results. Mayo found that 
in doing ureteral implantations it was preferable to 
implant first one ureter and subsequently the other 
because mental apathy came on after the diversion 
of the urinary stream into the lower bowel. 
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In conclusion, the work of Coffey and Mayo has 
demonstrated that the ureter can be implanted into 
the bowel from a technical standpoint and that the 
diversion of the urinary stream into the lower bowel 
is not incompatible with rather long terms of life. 
It would seem, however, that urinary products can 
be absorbed even though the implantation be made 
low down in the large bowel and that the prolonged 
absorption of these products may eventually pro- 
duce a picture not unlike chronic nephritis. 

THEO. Drozpow!tz. 


BLADDER, URETHRA, AND PENIS 


Cumston, C. G.: Gunshot Wounds of the Bladder; 
Lesions of the Kidney; Removal of Foreign 
Bodies from the Kidney. NV. Y. M.J., 1919, 
cix, 109. 

Proper drainage in wounds of the bladder is 
absolutely indicated. The opening in the bladder 
wall must be exposed in order to introduce a large- 
sized drainage tube. If this opening cannot be 
found, the bladder should be incised in the median 
line in order to enable thorough exploration of its 
inner aspect. 

Equally important is the necessity of a thorough 
examination for the possible presence of an entrance 
aperture of the missile in cases where the injury to 
the integument is small. This aperture may be 
very small, almost completely closed, and situated 
quite a distance away, as for instance in the gluteal 
or sacral region. 

The author's experience during the past four years 
is that it is better to partially close large wounds, in- 
serting free drainage, than to completely suture 
them. If the wound in the bladder is on the anterior 
aspect and subperitoneal, the bladder should be 
drained through the wound itself, the drain at the 
same time assuring drainage of Retzius’ space. If 
lateral and extraperitoneal, drainage as above in- 
dicated may likewise be carried out; or the bladder 
may be drained by a median incision. The con- 
tinued evacuation of the extravesical cavity must 
then be assured by a second drain. If near the 
neck of the bladder, a perineal incision is indi- 


* cated, as well as a suprapubic one. 


A posterior wound of the bladder, which would 
be extraperitoneal, may communicate with the 
rectum. Median suprapubic drainage might be 
attempted, even without complete suture of the 
bladder wound itself. When the wound is intra- 
peritoneal, it is proper to suture the bladder in order 
to separate its cavity from that of the peritoneum. 
Drainage of the bladder should be carefully assured 
while the space of Douglas should be packed with 
gauze strips to protect the drains in the proximity 
of the bladder. 

An aseptic missile located in the perirenal atmos- 
phere may be well tolerated but an intrarenal 
foreign body, or one in contact with the ureter, 
should unquestionably be removed. Hematuria 
cannot give any precise data, because it may be the 


result of a simple contusion of the kidney by the 
missile or its penetration or transfixion of the gland. 
The distinctly higher mortality of cases with the 
missile retained in the kidney parenchyma is due to 
hematuria, secondary hemorrhage, and infection. 

Operation for hematuria is only indicated when 
the loss of blood is continuous and in considerable 
quantity. Partial nephrectomy can be done in those 
rare cases where the renal lesion is limited in extent. 

When the missile lodged in the kidney is very 
small, it is better to leave it alone. On the other 
hand, large missiles which can be readily removed 
without destruction of the renal parenchyma should 
be removed. 

Long standing wounds (from five to eighteen 
months) may require operation for continued 
pyuria, nephritis, or pain, but the majority of cases 
will not need surgical treatment. H. A. Kraus. 


Duran, Z. C., and Rico, J.: Grafts of the Saphenous 
Vein into the Urethra (Ingerto de la vena safena 
en la uretra del hombre). Repert de med. y cirug., 
Bogot4, 1918, x, 116. 

The authors report 2 cases of repair of urethral 
defects by transplants of saphenous vein. In the 
first case the patient showed 2 urinary fistula in 
the perineal region and one in the left anal border. 
They had formed slowly following urinary ab- 
scesses after an old gonorrhceal infection. On doing 
an external urethrotomy and fistular resection it was 
found that in the perineal region there was a tract 
corresponding to the urethra completely exposed and 
that the patient urinated by the posterior end of the 
urethra. The urethra was completely destroyed for 
about 144 cm. The authors decided to make a ven- 
ous graft following the method of Legueu of Paris 
described for a similar case in 1912, which resulted 
quite satisfactorily. 

A piece of saphenous vein about 8 cm. long was 
resected from the region of Scarpa’s triangle and 
kept in warm serum. The perineal bed of the graft 
was prepared and the graft fixed in accordance with 
Legueu’s technique, except that in Legueu’s case a 
perineal tunnel was formed with a trocar, while the 
authors resected the tissues of the perineal canal and 
again sutured them over the piece of inserted vein. 
The postoperative course was normal. The perineal 
tissues over the graft cicatrized in eight days and a 
bougie was passed on the tenth day. After some 
months the patient passed the greater part of the 
urine through the meatus, but a much diminished 
perineal fistula still persisted. 

The second case was very complicated and a pre- 
vious perineal prostatectomy was necessary. The 
venous graft was inserted as in the first case, part 
of the perineal urethra having been converted into 
a.hard fibrous cord. Successive attempts after cic- 
atrization of the wound to dilate the newly formed 
urethra failed, the bougie always being stopped at 
the anterior anastomosis of the grafted vein and 
urethra. The authors therefore decided to perform 
an internal urethrotomy, the first that has been 
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practiced with a piece of saphenous vein converted 
into an urethra. The result was completely satis- 
factory. The patient, who previously passed all his 
urine through the perineal fistula, now passes a 
copious jet through the meatus and shows no signs 
of a perineal fistula. The only defect is a slight in- 
continence of urine, which is in no way due to the 
functioning of the saphenous vein inserted but is 
due to previous prostatic trouble and the removal 
of the prostatic sphincter. In this case the author 
believes that the final functioning of the grafted 
vein is even better than in Legueu’s case. He thinks 
that in less complicated cases and with a perfected 
technique such transplantations will be practiced 
to a larger extent in modern surgery. 
W. A. BRENNAN. 


Adlercreutz, C.: A Case of Complete Hypospadias; 
Free Transplant of Vena Saphena Magna as 
an Urethral Substitute (Ein Fall von vollstandi- 
ger Hypospadie, die Vena saphena magna als 
Ersatz der Harnrohre frei transplantirt). Nord. 
med. Ark., Stockholm, 1918, li, Kirurgi, 163. 

The patient in this case had been educated as a 
girl, but at the age of thirteen years was declared a 
male. Before coming to the author he had under- 
gone a previous operation to free the penis. The 
author undertook to completely free the organ and 
lengthen the urethra so that it should discharge 
through the glans. 

The method adopted by the author was to im- 
plant a piece of the internal saphenous vein taken 
from the patient as a substitute for the urethra. The 
peripheral end of the vein was sutured to the fresh- 
ened urethral end, the central end being pulled 
through an opening made in the glans. To draw off 
the urine a suprapubic bladder fistula was created 
before effecting the transplantation. 

After healing of the wounds, it was found that a 
probe could not be passed through the newly formed 
urethra beyond the point of union between trans- 
plant and old urethra. A further operation for re- 
moval of this stricture was necessary. It was then 
possible to pass a sound to the bladder. Numbers 14 
and 15 Charriére sounds were at first used and the 
patient was able to pass urine through the new urethra. 
The suprapubic fistula was then allowed to heal. New 
fistula however appeared, as well as the evidence of 
cystitis. The latter was due partly to the urethral 
calculi, formed by the presence of a small piece of 
catheter left behind during the previous manipula- 
tions. The stones had to be removed. Finally a No. 
24 Charriére could be used and the patient could pass 
a normal stream of urine. The purpose of the oper- 
ation had been effected but only after a long and 
most painful period for the patient. He had been 
under treatment for about a year and a half. 

The difficulty in making transplantations in cases 
of extreme hypospadias is to obtain a sufficiently 
wide tube. If a sufficiently large caliber is not ob- 
tained and maintained by sounding. the patient will 
not be enabled to get rid of the perineal fistula, or a 
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new one may occur. The cases published show this 
plainly. No attempt therefore should be omitted 
in this operation to obtain a tube wide enough to 
admit a No. 23 to 24 Charriére sound. 

This patient has been observed for a considerable 
period after his operation. The No. 23 or No. 24 
sound can still be passed and fistula did not recur. 
A normal flow of urine continues. 

W. A. BRENNAN. 


GENITAL ORGANS 


Ducuing: Treatment of Hydrocele by Filiform 
Drainage (Le traitement de l’hydrocéle vaginale 
par le drainage filiforme étagé). Bull. et mém. Soc. 
de chir. de Par., 1918, xliv, 1751. 


Ducuing’s method of treating hydrocele does not 
require the use of an anesthetic. He introduces an 
Emmet needle laterally into the serosa and it per- 
forates the tunica vaginalis. A strand of silkworm 
gut is drawn through by the needle and this is tied 
in front of the scrotum. A series of such strands are 
placed, separated at intervals of about 2 to 3 
cm. A large hydrocele may need a dozen or more. 
Secretion ceases toward the eight day and recovery 
is effected in two to three weeks. Two children, two 
adults, and three old patients were thus treated. 
There was only one recurrence due to the threads being 
removed too soon, but this case cured on secondary 
treatment. 

Chaput says that in certain conditions filiform 
drainage can have unfavorable results such as 
scrotal oedema, retention of the serous fluid in the 
sac, subacute serous suppuration and recurrence of 
the collection. The advantage of filiform drainage 
is that it does not require that the patient be anzs- 
thetized nor confined to bed. The method now em- 
ployed by Ducuing is a modification of the older 
seton method of treating hydrocele. 

Both Kirmisson and Broca are of the opinion that 
Monod’s method of alcohol injection is preferable to 
that proposed, as it does not cause infection. 

W. A. BRENNAN. 


Newman, D.: Primary Sarcoma of the Prostate; 
Rapid Growth Following Injury. Brit. M. J., 
1919, 1, 71. 

The patient, aged thirty-five, while at work 
received an injury to the perineum. Prior to the 
accident he enjoyed good health. There followed 
dysuria, hematuria, and retention. Rectal examin- 
ation showed a round smooth soft enlargment of the 
prostate. Suprapubic cystotomy revealed a soft 
fungating growth traceable into a small cavity in 
the prostate. It had well defined walls. The tumor 
rapidly increased in size and in three months filled 
the bladder. Death occurred from haemorrhage. 

The author concludes that prior to the accident 
there was a small encapsulated round-celled sar- 
coma in the prostate. The capsule was rupture d 
bv the blow and the tumor extended rapidly. 

I. S. Koxt. 
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Dakin, W. B.: Pitfalls in the Diagnosis and Treat- 
ment of Senile Hypertrophy of the Prostate; 
Its Consideration from the General Prac- 
titioner’s Standpoint. Calif. St. J. Med., 1919, 
xvii, 18. 


The physically poor prospective subjects for pro- 
static enucleation combined with the general practi- 
tioner’s insufficiency of time, experience, and instru- 
ments, has led Dakin to enumerate the pitfalls in 
diagnosis, reciting two cases to substantiate his 
argument. 

The best single cardinal symptom upon which the 
general practitioner may clinch his diagnosis is the 
retention of urine in any amount over three ounces. 
Next in importance come rectal findings, although 
they are occasionally quite deceptive, as nearly all 
of the obstructing portion of the prostate may be 
intravesical, revealed only by a careful cystoscopic 
examination. Routine cystoscopic examination is 
very advantageous but should not be undertaken 
if certain contra-indications are present, as extreme 
general weakness, high fever, or cardiac compli- 
cations. 

When first seen, these patients are suffering con- 
siderable pain and discomfort, and the author 
advises morphine before an examination is attempt- 
ed. The patient should then have his retention 
relieved, a brief bladder lavage, and a permanent cath- 
eter. Should the permanent catheter cause discom- 
fort, it is then necessary to catheterize the patient at 
intervals. He advises the use of enemas night and 
morning, as they give quicker and better results, 
and after two days any good cathartic may be given. 
The patient should drink freely of water and urotro- 
pin should be given. All of these patients can be 
put into condition, Dakin states, after which they 
can be safely operated upon. He says there are none 
too old. Louts Gross. 


Legueu, F.: The Mechanism of Bladder Retention 
of Prostatic Origin (Le mechanisme des rétentions 
vésicales d’origine prostatique). Bull. Acad. de 
méd., Par., 1918, Ixxx, 458. 


Legueu thinks that the usual explanation of ves- 
ical retention of prostatic origin is insufficient. He 
has studied the causes, based on his last 300 pros- 
tatectomies, making a histologic examination of the 
removed tissues. 

A primary fact brought to light is the dispropor- 
tion existing between the volume of the adenoma and 
the retention. His statistics show 14 adenomata 
(4 per cent) of more than 150 grams; 141 (47 per 
cent) weighing less than 30 grams, and among these 
78 of weight less than 15 grams. In cases where the 
retention was established more than six months 
with pronounced functional disturbance, in 68 per 
cent of the cases there was an adenoma weighing 
less than 30 grams. 

The site of the adenoma is of much more impor- 
tance. Apart from the classic adenoma, which, 
though large, may cause only partial retention, 
there is the small adenoma situated in the urethra 
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under a neck of normal dimensions. Here the reten- 
tion is often complete. There are cases where the 
adenoma is only microscopically evident by glandu- 
lar hyperplasia in the midst of a general hyperplasia. 
Here also complete retention is frequent. 

The cause therefore is not merely a mechanical 
obstruction but rather an alteration in the neck it- 
self of hypertrophic form. On the other hand, every 
form of mechanical adenomatous obstacle may be 
found without retention. The concomitant alter- 
ation in the neck of the bladder, in addition to the 
mechanical obstruction of the adenomata, must be 
considered as causative of retention. 

Whatever the underlying cause of alterations in 
the neck tissues, a nervous reflex may accentuate 
them. Retention may be transitory in patients 
showing no important neck lesions, but in those with 
pronounced lesions a momentary reflex may estab- 
lish anatomic conditions resulting in definite reten- 
tion. 

Hence the conception of prostatic disease needs 
to be modified once more. At first it was laid to 
prostatic hypertrophy, which was erroneous; then 
to a cervical adenoma, which was insufficient; now 
it again becomes hypertrophy, but rather hyper- 
trophy of all the elements of the neck, and adenoma 
is only one aspect of the disease representing the 
evolution of the glandular portion. The adenoma 
may predominate and even then the phenomena may 
be less serious, other symptoms being more im- 
portant. 

In a word, prostatic disease under all forms is 
characterized by hypertrophy of all the glandular, 
muscular, and fibrous tissues of the neck of the 
bladder. This hypertrophy is quite independent of 
inflammations and undoubtedly results from spe- 
cific hormones acting on the neck at the time the 
prostate has completed its functions, i. e., at the 
time of decline of genital activity. 

W. A. BRENNAN. 


Woodruff, S. R.: Perineal Prostatectomy in a 
Young Adult for Adenomatous Prostate; 
Specimen. Internat. J. Surg., 1919, xxxii, 17. 


On account of profuse urethral discharge and a 
large prostate felt per rectum, the patient, twenty- 
seven years old, was diagnosed as having a prostatic 
abscess. Perineal section revealed a true adenoma- 
tous hypertrophy. The gland was removed. No 
foci of pus were found. I. S. Kou. 


Hamer, H. G.: Prostatectomy. Mississippi Valley 
M. J., 1919, Xxvi, 1. 


Cystotomy under infiltration anesthesia is fol- 
lowed by immediate enucleation under general 
anesthesia by gas oxygen. The single stage opera- 
tion under general anesthesia may be chosen if the 
patient’s general condition is good and there has 
been little impairment of renal function. 

Where hemorrhage is profuse following the pros- 
tatectomy, the author uses a Hagner bag with this 
modification. A curved staff is inserted through the 
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urethra and its tip made to protrude from the 
bladder through the suprapubic incision. The tube 
attached to the Hagner bag is pushed over the tip 
of the staff and the latter withdrawn, thus bring- 
ing the bag into the bladder. The bag is inflated 
by injecting air with a large syringe, and is drawn 
into and against the vesical orifice, and fixed in posi- 
tion by applying a clamp over the wire anchor here 
presented. 

A slender piece of tape or silk suture attached to 
the loop on the bag is brought up through the 
suprapubic drainage tube to facilitate its removal. 

No irrigation of the bladder is necessary. The 
securely anchored rubber bag prevents hemorrhage 
and the drainage of urine soon becomes clear. 
After a few hours the clamp on the tube is loosened 
and the air allowed to escape. If hemorrhage recurs, 
it can be reinflated and anchored until sufficient 
time has elapsed to insure control of bleeding. If 
no bleeding occurs in twelve to twenty-four hours, 
the bag is deflated and removed by the tape attached 
to the loop, either through the suprapubic drainage 
tube or both may be removed together and a cath- 
eter drawn into the bladder through the urethra 
by engaging its tip in the outer end of the tube 
attached to the Hagner bag. The catheter is then 
anchored at the meatus and suprapubic drainage 
dispensed with or a smaller suprapubic tube in- 
serted to remain a few days. H. A. Kraus. 


MISCELLANEOUS 


Goldstein, A. E.: The Diagnostic and Prognostic 
Value of Blood Urea in Urology. J. Am. M. Ass., 
1918, Ixxi, 1957. 


In this paper the author reports upon his investi- 
gations, carried on during the past three years, on 
the value of the blood urea determination in urologic 
cases. The number of cases was 104, upon which 
280 blood urea determinations were made. For pur- 
poses of comparison three other tests were employed: 
(1) urine urea, (2) phenolsulphonephthalein, and 
(3) chemical and microscopical examination of the 
urine. 

The method of procedure was as follows: Upon 
admission some urine was taken for chemical and 
microscopical examination. An intravenous injec- 
tion of phthalein was given, and blood for blood 
urea collected. In from three to five days the same 
procedure was carried out to determine the course 
of the case. These two tests furnished a basis for 
the decision to operate at once, or to employ further 
preliminary treatment. 

The amount of blood urea varies normally be- 
tween 0.3 and 0.6 gm. per liter of blood. Only rarely 
did a patient with blood urea above 1 gm. per liter 
of blood survive operation, and the prognosis was 
never grave with a urea below 0.75 gm. The progno- 
sis in cases between these two points was only fair 
and depended upon whether the stationary point 
reached was a progressive decrease or a progressive 
increase in the amount of blood urea. 
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The principal advantages of blood urea over urine 
urea are stated as follows: (1) the great variation 
which exists in the normal and leads to inaccurate 
interpretations, on which account it is difficult to 
determine when one is dealing with a borderline 
case; (2) the disappointing results produced by the 
quantitative estimate of this normal urinary con- 
stituent, because of the fact that the amount of these 
substances excreted depends not only on the func- 
tional activity of the kidney, but on the amount of 
these substances carried to the kidney for excre- 
tion; (3) the inability to obtain a correct and fairly 
accurate twenty-four hour specimen of urine. 

When renal surgery is necessary, the blood urea 
test in itself is not sufficient. It may be employed 
only as a prognostic agent. For diagnosis the ex- 
cretory tests, phthalein, indigocarmine, and urine 
urea are indispensable. In 60 per cent of cases the 
various tests were found in agreement; in 40 per 
cent there were disagreements in the results of the 
tests. As a prognostic agent in genito-urinary sur- 
gery, blood urea is considered almost indispensable. 
In the various types of obstruction, inaccuracies in 
the excretory tests are inevitable, as the bladder 
cannot be completely drained by voiding or catheter. 

The following conclusions are appended: 

1. In blood urea a valuable test is furnished to be 
used in the diagnosis and prognosis of urologic cases. 

2. It may be employed in all urologic cases with- 
out any specific limits. 

3. Blood urea as a prognostic agent in urology is 
practically infallible, if employed by the method 
followed by the author. 

4. It is a simple procedure and may be used to 
advantage when the excretory tests, such as phenol- 
sulphonephthalein, urine urea, etc., cannot give the 
desired information. 

5. When relative kidney function is desired, it 
should be used in conjunction with the excretory 
tests. 

6. In a case with a blood urea of more than 1 gm. 
per liter of blood, the prognosis should be considered 
grave, and less than 0.75 gm. as good. 

7. An oncoming uremia may be diagnosed long 
before the clinical signs make their appearance, and 
before the excretory tests can give the information. 

8. Its employment will materially decrease the 
percentage of mortality held against the urologist 
or general surgeon. H. A. Fow er. 


Hinman, F.: Chart for Recording Cystoscopic 
Examinations. J. Urol., 1918, ii, 433. 


The aid of the cystoscope forms the basis of an 
accurate differential diagnosis. It recognizes vesical 
complication. It gives a better selection of cases 
for suprapubic or perineal attack. It insures opera- 
tive thoroughness. 

Hugh Hampton Young in 1903 proposed a chart 
of eight cystoscopic fields arranged ina circle by 
which the circumference of the vesical neck could be 
outlined. The necessity of additional views to 
obviate making two or three diagrams of the one 
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case soon became apparent, and in 1904 the method 
was elaborated by him to its present accurate form. 
Cunningham in 1905 devised a diagram for the pur- 
pose of charting both the shape of the vesical orifice 
and the length and the distention of the prostatic 
urethra. From these facts he modeled in wax the 
actual size and shape of the prostate. 

Two factors in particular render complex and con- 
fusing the seemingly simple procedure of cystoscopic 
interpretation. Confusion in the interpretation of 
the size of the intravesical lobes is a common error. 

The cystoscope, when inserted into a bladder in 
cases of intravesical hypertrophy, may take one of 
three positions with respect to any particular lobe. 
It may slip into a sulcus to one or the other side of 
the lobe, or it may slide in on top of the lobe. 

The following chart and the method proposed for 
its use will correct the errors of interpretation from the 
above two factors by insuring a systematic manipu- 
lation of thecystoscope. Three main positions, near, 
mid, and far, for each octant of the vesical orifice are 
sufficient. The complete chart makes possible the 
recording of 32 different views of the vesical orifice. 
The inner circle of eight cystoscopic fields represent 
the views of the vesical orifice with the instrument in 
the near position for each octant, the middle circle 
with connecting lines is for charting the eight fields 
with the instrument held horizontally, and the outer 


circle represents each octant with the cystoscope 
held with its lens in the far position respectively. 
The instrument is then rotated 45 degrees and the 
near, mid, and far positions charted for the posterior 
oblique octant, and so on, until the whole vesical 
margin has been examined through the manipulated 
changes of position for each octant. 

If the bladder be arbitrarily divided into three 
zones, and each zone subdivided into meridianal 
segments of 45 degrees, which correspond to the 
octants of the vesical neck, there will be 24 meridia- 
nal segments, 8 each for the three zones. The'cervical, 
equatorial, and fundal zones correspond to the near, 
mid, and far positions, respectively, of the diagram, 
and the eight meridianal segments of each zone are 
a continuation of their respective octant of the 
vesical neck. 

To thoroughly inspect an object in the bladder 
it is necessary, of course, to insert the instrument 
beyond the vesical neck and to view it from many 
different angles. It is believed that the chart will 
insure systematic thoroughness in cystoscopic 
examinations and materially simplify their interpre- 
tation. It gives a diagramatic moving-picture film 
of the vesical neck and bladder. 

For cystoscopic charts and photographs the reader 
is referred to the original article. 

THEO. DRozpowI!Tz. 











SURGERY OF THE EYE AND EAR 


EYE 


De Lapersonne, F.: Results of the Early Treat- 
ment of Ocular Wounds (Résultats du traite- 
ment précoce des blessures orbito-oculaires). Bull. 
Acad. de méd., Par., 1918, Ixxx, 613. 


Lapersonne’s war experience leads him to believe 
that early operation, as conservatively done as pos- 
sible, and immediate suture is almost an absolute 
rule in ocular surgery. This is the only method that 
has given really favorable results both as regards 
visual function and lessening mutilation. 

Wounds of the eyes are usually associated with 
other facial and cranial wounds, so that the war 
ophthalmologist must of necessity be able to treat 
these lesions as well as those of the eye alone, unless 
there are other specialists in the same service. On 
the contrary, when the general surgeon is called 
upon to do urgent eye surgery, enucleation is too 
often the operation performed at the front. Since 
the more recent installation of special ophthalmo- 
logic service in connection with the evacuation sta- 
tions, the author has been able to operate generally 
within forty-eight hours after injury. 

In 351 patients received since this time, an impor- 
tant operation was necessary in only 83 cases. Al- 
most all were done under local anesthesia; in only 
3 cases was a general anesthetic necessary. Four 
per cent novocaine solution with adrenalin was used. 
Duverger’s technique of local anesthesia is fol- 
lowed, inserting the needle as near the optic gan- 
glion as possible. It has never been necessary to use 
more than 30 to 35 cg. of novocaine. 

The wounds treated included 21 orbital and peri- 
orbital fractures with contusion of the ball; 26 large 
penetrating wounds of the ball, 12 severe wounds in- 
volving the walls, and 11 with traumatic cataract. 
Early enucleation was performed in 16 cases and 
late enucleation in 3; there were 65 orbital or peri- 
orbital operations, both of the osseous and soft parts, 
including the extraction of pieces of projectile. Par- 
tial exeresis of the ball was done in 18 cases. 

Orbitotomy as a route of approach to the orbit 
was practiced in 30 cases. A curvilinear incision fol- 
lowing the bone edge is used. This orbitotomy 
permits examination of the orbital contents and 
also of the peri-orbital sinus. 

Primary suture has been the rule in all early oper- 
ations, contrary to the practice in the earlier years 
of the war. In some cases primary autoplastics were 
necessary. Such a primary reunion after surgical 
clearance, disinfection and removal of foreign bodies 
ought to be a fixed rule in urgent ocular surgery. The 
results obtained show that the method is highly sat- 
isfactory when operation is done within forty-eight 
hours of injury. For conservative operations this 


time limit is rather too great, as intra-ocular lesions 
with a retained foreign body rapidly become infected. 
W. A. BRENNAN. 


Friedenwald, H.: Ophthalmoscopic Conditions 
Simulating Sarcoma: of the Choroid. Am. J. 
Ophth., 1918, i, 822. 

Two cases are reported of conditions resembling 
sarcoma of the choroid and others more or less 
similar, recorded in the literature, are cited. 

Case one was a young girl who developed a large 
bluish-gray rounded elevated mass in the upper 
nasal quadrant of the right fundus. This was seen 
by several ophthalmologists and the probable diagno- 
sis of sarcoma’made. The microscope showed it 
to have the typical characteristics of an infectious 
granuloma with a focus of suppuration. 

Case two was a boy aged twelve, in the temporal 
periphery of whose right fundus was a rounded large 
neoplasm, pinkish in appearance and having large 
convoluted vessels on its surface. There were 
numerous small white effusions studding the entire 
macular region. Transillumination gave no shadow. 

Several colleagues concurred in its probably being 
malignant, and enucleation was done. Examination 
showed nothing to suggest a neoplasm, the picture 
being typically that of an inflammatory exudate 
undergoing organization, the pathologist regarding 
it as retinitis with massive exudation. 

S. S. Howe. 


Lowman, C. L.: The Effect of Faulty Skeletal 
Alignment upon the Eyes. Am. J. Orthop. 
Surg., 1918, xvi, 459. 

References have been made by several ophthalmolo- 
gists to eye conditions such as myopia or astigma- 
tism influencing bodily posture, but nothing is found 
concerning the opposite condition, i. e., that spinal 
malalignment may be causative of active or poten- 
tial deviations of the eyes or of pathological changes 
such as glaucoma or sympathetic conjunctivitis. 

In his examination of patients the author has 
found points of tenderness which he refers to as 
“tension spots,’ and such patients voluntarily 
stated that they were worse after sewing, reading, 
or watching motion pictures. In case of neck in- 
juries eye symptoms due manifestly to injury of the 
cervical sympathetic have been noted, and patients 
undergoing orthopedic treatment reported im- 
provement in eye complaints. More marked eye 
muscle imbalance was found in orthopedic patients 
than in the usual classes of eye cases and occurred 
more frequently. 

The cervical sympathetic plexus is describel and 
the ciliospinal center is stated to be subject to direct 
stimulation and irritation by arthritic processes in 
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the vertebra, enlargements resulting from strain 
or injury, etc. 

Connecting the eyes with body posture through 
the labyrinth and sympathetic nervous system, the 
author cites cases of eye disturbance cured by ortho- 
pedic treatment, and believes the relationship is 
worthy of further careful investigation. 

S. S. Howe. 


EAR 


Wheeler, J. M.: Paralysis of the Sixth Cranial 
Nerve Associated with Otitis Media. J. Am. M. 
Ass., 1918, Ixxi, 1718. 


There is surprisingly little reference in textbooks 
and journals to the association of an isolated sixth 
nerve paralysis and an otitis media. In 1904 Gra- 
denigo described a syndrome known by his name, 
consisting of: 

1. Acute otitis media, with or without suppura- 
tion. 

2. Isolated paralysis or paresis of the aducens 
nerve of the side corresponding to the diseased ear. 

3. Intense and persistent pain in the frontal, 
temporal, and parietal regions of the same side. 

The ocular paralysis is always seated in the ex- 
ternal rectus of the side corresponding to the otitis. 
In one case of one-sided mastoiditis both external 
recti were paralyzed. 

The syndrome is due to the peculiar anatomic 
relations between the sixth nerve and the petrous 
portion of the temporal bone. There is a small area 
of contact between the abducens and the tip of the 
petrous bone. Stretching over this portion of the 
nerve between two spicules of bone is a ligament. 
Exudate, hemorrhage, and cdema from trauma or 
inflammation may thus interfere with the function 
of the abducens by strangulation. 

The severe pain that occurs in the corresponding 
side of the head is due to the proximity of the gas- 
serian ganglion to the tip of the petrous portion. 
In an ordinary otitis media there may be sufficient 
cedema extending to the apex of the bone to interfere 


with the function of the nerve. Paralysis of the 
rectus has also followed the mastoid operation and 
in such cases trauma has ‘probably been the causa- 
tive factor. 

The paralysis may clear up in a few days but 
usually persists for weeks or months, with a possi- 
bility of permanent impairment of the function of 
the nerve. The treatment should be left to the 
otologist. J. R. BucnBinper. 


Kahn, A.: Outlines of a New Instrument to Be 
Used in Skin Grafting in the Radical Mastoid 
Cavity. Laryngoscope, 1918, xxviii, 875. 

Kahn has devised two instruments to facilitate 
the introduction of skin grafts into the radical mas- 
toid cavity. The first instrument is a thin plate of 
glass or metal, one and one-half by three inches. 
This plate has an opening through its center and 
notches on one side of the plate making a keyhole- 
shaped opening. One end of the plate can be ex- 
tended into a handle for easy manipulation. 

The other instrument consists of a rod gradually 
apically shaped at one end. At the other end a 
handle is attached, placed at an angle for easy man- 
ipulation and with the idea of not obstructing the 
view. The rod is grooved from apex to base by four 
gutters an equal distance apart. The rod is six in- 
ches long. Three inches from the apex the rod is 
notched to fit the slot in the first instrument. The 
apex of the rod is roughened by extremely minute 
projections and the projection at the top of the apex 
is the highest. 

Holding the plate in the left hand, the graft is 
placed on the plate over the notch, the center of the 
graft corresponding to the round hole in the plate, 
and the rod with the apex up is held in the right 
hand. The plate is then passed down over the rod, 
the rod going through the round hole in the plate. 
The graft, now hugging the rod, is carried into the 
cavity and by means of passing a long needle or 
‘teaser’? along the grooves in the rod, the graft’ is 
spread out over the cavity. By suddenly pulling 
the rod away, the graft remains. Orro M. Rorr. 
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Davis, G. E.: The Blood-Clot Dressing in Frontal 
Sinus Surgery. Laryngoscope, 1919, xxix, 5. 

Davis reports a successful case of blood-clot dress- 
ing following a radical frontal sinus operation. The 
modification from the technique usually employed 
after the mastoid operation was the preliminary 
packing of the wound for twenty-four hours with 
iodoform wool. This departure was deemed advis- 
able for two reasons: 

1. The necrotic condition of the walls of the orbit- 
al abscess cavity, all of which pyogenic tissue could 
not without hazard be removed in its entirety, and 
which, remaining, would inevitably infect a primary 
bloodclot dressing. 

2. The desirability of moulding and supporting 
the soft tissues of the orbital arch in order to pre- 
serve the normal contour with healing. 

Save a single strand, one end of which was left 
protruding from the external temporal end of the 
orbital wound, and the other end through the infun- 
dibulum into the nasal cavity, the entire packing was 
removed at the end of twenty-four hours from the 
wound cavity, and the latter allowed to fill with blood. 
Twenty-four hours later the remaining strand of 
packing was withdrawn. On the third day half the 
stitches, which were through-and-through silk, were 
removed; and the balance were removed on the 
fourth day, when the wound was healed completely 
by first intention. 

In spite of the removal of the entire frontal wall of 
the sinus, the orbital arch and floor of the sinus, the 
contour of the orbital arch is preserved with almost 
no deformity whatever and only a scarcely discernible 
linear scar. Orro M. Rort. 


Graham, H. B.: Frequent but Neglected Evidences 
of Syphilis from the Side of the Nose, Accessory 
Sinuses, and Ear. Am. J. Syphilis, 19109, iii, 26. 


Graham does not discuss the common well-known 
diagnostic features, such as the ulcerations and ne- 
croses due to the thromboses of the veins on account 
of the pressure of the small round cells, but on the 
contrary he draws attention to symptoms often over- 
looked, due to the deposit of small round cells per se. 

The membrane of the upper respiratory tract is 
boggy and has a bluish tinge, the swelling not sub- 
siding on application of cocaine and adrenalin. The 
patient complains of stuffiness, a mucoid discharge, 
and frequent attacks of cold in the head. 

The sinuses show the result of infiltration of the 
periosteum by the blotchy cloudy picture of the 
X-ray in the absence of pus. The nasal nerve lesions 
are manifested by: (1)inability to perceive orders; 
(2) vasomotor disturbances previously referred to; 


and (3) pain usually of the referred type. For in- 
tance, pain from the sphenoidal region will be noted 
in the ear or back of the head, and from the frontals 
to the top of the head; that due to enlarged turbinates 
is a heavy pain over the eyes. 

As regards the ear, the manifestations may be from 
the middle ear or from the internal ear and eighth 
nerve. In the former, a thick ropy discharge with- 
out pain is significant. 

Cochlear symptoms suggestive of syphilis are: (1) 
shortened bone conduction; (2) probable lateraliza- 
tion; (3) Rinné positive in the presence of impaired 
hearing; (4) islands of hearing demonstrable; (5) 
tinnitus. 

Vestibular symptoms suggestive of syphilis are: 
(1) progressive reduction of the nystagmus time (be- 
low 26 seconds) after turning, or reduction remain- 
ing constant in the presence of other evidence of 
syphilis; (2) absence of a turning reaction with a cal- 
oric reaction present or vice versa; (3) irregularities 
in the reactions between the vertical and horizontal 
canals; (4) vertigo present without nystagmus or 
exaggerated after turning, or caloric nystagmus with- 
out vertigo. 

The main characteristic in all is the disharmony 
existing between them. Orro M. Rott. 


THROAT 


Zahorsky, J.: The Remote Result of Tonsillectomy 
in the Young Child. Interst. M. J., 1919, xxvi, 67. 


Zahorsky has made a study of 150 children aged 
two to twelve years in order to determine what effect 
the removal of the tonsils and adenoids had on the 
nutrition and health of the child six months to five 
years after the operation. He states that his experi- 
ence indicates the probability of an increased ten- 
dency to pneumonia, and because of this probability, 
he states that the tonsils should not be removed for 
fancied or trivial causes in a child under seven years 
of age. When the tonsils have become diseased and 
useless, however, they should be removed at any age. 

Zahorsky gives as indications for the operation: 

1. Permanent enlargement so as to cause persist- 
ent mouth breathing and deafness. 

2. When the tonsils are deeply embedded and can- 
not discharge their contents, and abscesses result. 

3. When the tonsils have become scarred from 
scarlet fever, diphtheria, or a severe streptococcus 
infection. 

4. When an infected tonsil leads to persistent 
adenopathy and does not yield to medical treatment. 

5. When an attack of endocarditis is preceded by 
a tonsillar infection. 

The reason offered by Zahorsky to explain the 
greater liability to pneumonia in children who have 
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had their tonsils removed is that the tonsils are the 
first line of defense and their recurrent inflammation 
supplies to the system antibodies, by means of which 
more serious respiratory infections are warded off. 
Orto M. Rorrt. 


Boebinger, M. P.: Retropharyngeal Abscess. JN. 
Orl. M. &8 S. J., 1918, Ixxi, 249. 


Retropharyngeal abscess is essentially a disease 
of infancy and early childhood. There have been 
reports of cases, however, of all ages. It can be 
caused by tuberculosis of the cervical vertebre or 
any inflammatory conditions about the mouth, nose, 
or pharynx. It may be acute or chronic. Invasion 
into the retropharyngeal space occurs most often 
through the lymphatic route. 

Early recognition is difficult, while later many 
cases are unrecognized. One of the first clinical 
signs is dysphagia varying in degree from difficulty 
in swallowing to absolute inability to swallow. 
There is respiratory distress, extended chin, anxious 
expression, croupy cough, and the mouth is filled 
with secretion. Digital examination reveals a large 
fluctuating mass. The temperature chart is one of 
sepsis. 

Prognosis depends on how early the case is op- 
erated and what the etiology of the abscess is. The 
author reports the operation of one case with sudden 
death. The cause is unknown. I. E. BisuKow. 


MOUTH 


Lyons, C. J.: Consideration of Some Denta 
Anomalies. J. Mich. St. M. Soc., 1918, xvii, 370. 


Lyons calls attention to the great changes which 
take place in the jaws and the teeth; they become 
smaller in size, the teeth change their shape because 
man is now no longer required to procure his food 
with his teeth or protect himself with his jaws. 
The temporal muscle, zygomatic arch and jaws 
decrease in size and are not so prominent. 

The etiology is largely brought about by the 
arrested development of the osseous structure of the 
jaws, such as impacted lower third molar and cuspid 


teeth. M. N. FEDERSPIEL. 
Doubleday, F. N.: Local Anzsthesia in Dental 
Operations. Proc. Roy. Soc. Med., 1918, xii, 


Sect. Odontol., 1. 


Doubleday, after having considerable experience 
in general anesthesia, has concluded that novocaine 
is at present the safest and most satisfactory drug. 
The E tablets, containing 0.02 gm. of novocaine and 
0.0005 gm. of suprarenin are employed, one to each 
cubic centimeter of water, making a two per cent 
solution of novocaine. Three cubic centimeters of 
boiling water are put into a graduated test tube, 3 
novocaine E tablets are added and poured into a 
sterile drug holder; this is then drawn into a sterilized 
all-metal syringe, the needle is screwed into the 
syringe, turned nozzle upward, and tapped, to free 
from all air. The solution is then ready for use. 
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He recommends the following methods of inducing 
dental anasthesia: 

Submucous infiltration for the anesthetization of 
the nerve-twigs going to the pulp and peridontal 
membrane, being used for filling of teeth, or for their 
immediate separation. It is employed for all the 
teeth except the lower molars. 

Submucous anesthesia of the maxillary molar 
teeth is obtained by utilizing the bayonet attachment 
with the short needle, the injecting surface of the 
needle being directed forward and inward. The 
mouth should be nearly closed. The needle is passed 
into the reflection of the mucous membrane opposite 
the maxillary third molar and directed upward and 
inward until the posterior superior dental foramina 
are reached. Their position depends upon the devel- 
opment of the maxillary antrum; sometimes the 
injecting surface of the needle is opposite the fora- 
mina when the hub of the needle is at the occlusal 
margin of the third molar, and sometimes when the 
hub is at the cervical margin. The needle is moved 
slowly up and down, bathing the whole of this sur- 
face with 2 to 3 ccm. of the solution. Care is taken 
to have the needle too high rather than too low; 
gravity will tend to make the fluid descend along the 
bony, muscular, and fascial planes. 

Alveolar anesthesia is advocated for obtaining 
anesthesia in the molar region of the mandible. A 
few drops of the solution having been inserted 
beneath the gum upon the buccal surface of the root, 
a small opening is drilled through the outer alveolar 
plate into the cancellous tissue of the mandible; 
through this opening the needle is inserted, and a 
few minims of the solution are injected. Very satis- 
factory anesthesia is obtained. 

For regional anesthesia in the mandible a bayonet 
attachment is added to the syringe; a long needle is 
employed if complete blocking of the intra-orbital 
nerve is required. The needle is inserted as nearly as 
possible in line with the buccal roots of the third 
molar, the patient having the teeth almost closed. 
The direction of the needle is upward and inward, 
toward the midline; its injecting surface is directed 
forward toward the posterior surface of the maxilla. 
About 2 ccm. of the solution are introduced. 

Two useful methods may be utilized for regional 
anesthesia in the mandible: 

1. A short hub and long needle are employed. 
The patient has his mouth open 4 cm. The 
needle is passed over the premolar teeth of the oppo- 
site side, into the inner third of the anterior pillar of 
the fauces on the side to be anesthetized. The needle 
will lie just below the occlusal surfaces of the upper 
third molar, having its injecting surface directed 
toward the bone. It is then passed back into the 
triangular space, having its base uppermost formed 
by the external pterygoid muscle, its inner wall formed 
by the internal lateral ligament and the internal 
pterygoid muscle, and its apex by the attachment of 
these to the mandible. By passing the needle in for 
half its depth, the injecting surface will lie above and 
posterior to the lingula, covering the commencement 
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of the inferior dental (alveolar) canal; 2 ccm. of the 
solution are then introduced. 

2. The bayonet attachment and short needle are 
employed. The technique of injection is similar to 
the above but the short needle is used. Its advan- 
tage lies in the fact that it can be utilized when the 
patient cannot, or will not, open the mouth widely. 

M. N. FEDERSPIEL. 


Rao, R. K.: Some Observations on Laryngotomy 
and Excisions of the Tongue. Madras M. J., 
1918, i, 344. 

Concerning the question of laryngotomy, Rao 
gives the following indications: 

1. Acute laryngitis with cedema of the glottis. 

2. Scald of the glottis. 

3. Sudden spasm of the glottis in cases of chronic 
laryngeal disease, tetanus, or aortic aneurism. 

4. Cases of extreme urgency from impaction of 
foreign bodies threatening suffocation, e. g., small 
tooth plates in adults; and buttons, beads, sweets, 
coins, and portions of toys in children. 

5. Preliminary to extensive operations about the 
tongue, jaws and face attended with much bleeding. 

6. If the air passages become obstructed by blood 
during operations about the head and face. 

As for the technique of the procedure, the author 
emphasizes the necessity of keeping exactly in the 
middle line and of having the landmarks accurately 
mapped out. The longitudinal skin incision is pre- 
ferred, all bleeding vessels are ligated and the field kept 
quite dry before opening the cricothyroid mem- 
brane. When opening into the membrane, the 
operation should keep close to the upper border of 
the cricoid, soas to avoid, if possible, the cricothyroid 
arterial anastomotic arch. The membrane may be 
opened transversely or longitudinally. Rao warns 
that the surgeon should at all times be prepared for 
profuse bleeding so as the better to meet this contin- 
gency when it does arise. 

Concerning the question of excision of the tongue, 
Rao discusses the three principal side-issues: 

1. Whether preliminary ligation of the linguals is 
necessary. 

2. Whether preliminary laryngotomy is a dis- 
pensable operation. 

3. Whether removal of glands is a necessary step. 

To these questions, the author gives it as his opin- 
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ion that intrabuccal excisions of the tongue are sat- 
isfactorily done with a preliminary laryngotomy 
but without ligation of the linguals and that removal 
of glands is absolutely necessary. Otro M. Rort. 


Power, D.: Cancer of the Tongue. Brit. J. Surg., 
1919, vi, 336. 

In his report on cancer of the tongue, Power calls 
attention to the fact that it is almost entirely a human 
disease, unknown in children, common in men, and 
rarein women. Some of the factors which enter into 
the — of this disease‘are irritations from various 
teeth. 

He reports that an examination of the records at 
St. Bartholemew’s Hospital showed 169 persons 
were admitted with cancer of the tongue from 1909 
to 1916. Nine of the patients were women and 160 
were men, the proportion of men to women being 18 
toone. The true proportion as shown by the Regis- 
trar-General’s returns is one woman to 8 men. Seven 
of the women were married, one was unmarried, and 
the social state of the other is not mentioned. Of the 
7 married, one gave a history of syphilis, 2 ‘showed 
evidence of syphilis, and one was a widow who had 
only one child alive out of five, the note adding, ‘‘She 
looked as if she drank.’’ None of the women smoked 
but all had bad teeth. 

In the case of the men, 93 out of the 160 were 
syphilitic; 62 gave a history of syphilis. Many of 
the patients had drunk beer to excess, but did not 
acknowledge that they had taken spirits freely. 

As cancer occurs sometimes in the domesticated 
animals, syphilis cannot be considered as more than a 
disposing cause, and some exciting cause must be 
looked for which has become prevalent recently. 
The increased consumption of tobacco seems to be 
such a cause. Smoking in public has increased 
steadily from 1877, until it is now well-nigh universal 
among men, women, and boys. It is possible, there- 
fore, that smoking is important in the increasing 
mortality from cancer of the tongue. The irritant 
acts in two ways locally, for it is partly due to the 
nicotine and partly to the heat, and it is well known 
from kangri cartcer that thermal irritation is a factor 
in the production of epithelioma. The actual cause 
of cancer is still undiscovered, but if the main factors 
are known, it should not be impossible to discover 
its nature. M. N. FEDERSPIEL. 
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